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ACNE AGENTS

ORAL AGENTS
ISOTRETINOINCAP Absorica® (isotretinoin) capsules
(AMNESTEEM, CLARAVIS, MYORISAN) Zenatang(isotrentinoin)capsiles

TOPICAL AGENTS

BENZOYL PEROXIDE PRODUCTS

BENZOYL PEROXIDE 2.5%, 5%, 10% ; 3%, 5%,
6%, 10% CL,; 5%6%, 10% L; 5.3%, 9.8% F
PANOXYL 10% B; 4%, 10% CL, 3% G

CLINDAMYCIN PRODUCTS

CLINDAMYCIN 1% S, G, L, P Clindamycin 1%F
CleocinT®* (clindamycin)1% S,P, L, G

ERYTHROMYCIN PRODUCTS Erygel®* (erythromycin 2% G)
ERYTHROMYCIN 2% S, G, P

SODIUM SULFACETAMIDE PRODUCTS Klaron®* (sodium sulfacetamide 10%) L
All Products Require PA Sodium Sulfacetamid@0%L

COMBINATION PRODUCTS

Benzaclin® (clindamycin/benyoyl peroxide)

ERYTHROMYCIN / BENZOYL PEROXIDE
CLINDAMYCIN/BENZOYL PEROXIDE (compare Azelex® (azelaic acid 20%C)

to Benzaclin®) DUAC® (clindamycin/benzoyl peroxide) gel

Benzamycin®* (erythromyaibenzoyl peroxide)

Onextor? (clindamycin/benzoyl peroxide)
Sodium Sulfacetamide/Sulf@L, C, P, E,
Sodium Sulfacetamide/Sulfiw

OTHER

C=cream,CL=cleanser, E=emulsion F=Foam,

G=gel, L=lotion,O=0intment, P=pads, - ® .
Sumaxin® (sulfacetamide/sulfl;P,W

Absorica/Zenatane:patient has had a documented side eftdtgrgy, or
treatment failure with at least two isotretinoin preferred products.

Single ingredient products : patient has had a documented side effect, allergy
treatment failure witiwo preferredproducts including one from the same su
category, ifthere is one availabléf.a product has an AB rated generic, there
must have been a trial of the generic.

Combination products : patient has had a documented side effect, allergy, or
treatment failure with generic erythroymycin/benzoyl peroxide
clindanycin/benzoyl peroxide(lf a product has an AB rated generic, there
must have been a trial of the generic.) AND patient has had a documente(
effect or treatment failure on combination therapy with the separate gener
ingredients of the requested camdtion product, if applicable.

Azelex:the diagnosis or indication is acne AND patient has had a documente
side effect, allergy, or treatment failure with two generic topicatinfective
agents (benzoyl peroxide, clindamycin, erythromycin, erythroyfbenzoyl
peroxide, )

Limitations: Kits with nondrug products are not covered

Onexton : Prior authorization and be available to the few patients who are un:
to tolerate or who have failed on preferred medications.



S=solution, W=wash, B=bar

TOPICAL - RETINOIDS

AVITA® (tretinoin)
DIFFERIN® (adapalene) 0.1% C, G; L 0.3% G

FABIOR® (tazarotene 0.1% F)
RETIN-A® (tretinoin) 0.025%, 0.05%, 0.1% C;
0.01%, 0.025% G

TAZORAC® (tazarotene) 0.1%, G

C=cream,G=gel L=lotion

TOPICAL - ROSACEA

FINACEA® (azelaic acid) 15%, F
METRONIDAZOLE 0.75%C, G, L

C=cream, EFoam, G=gel, L=lotion

Rosula®* (sulfacetamide/sulfir, W)

Aczone® (dapsone 5% G)
Dapsone (comparto Aczone) 5% G

All other brands any topical acne aimtiective
medication

Adapalene (compare to Differin®) 0.1% C, G, 0.8%

AltrenoE (tretinoin) O.

Atralin® (tretinoin) 0.05% G

Plixda® (adapalene) 0.1% swabs

Retin-A Micro® (tretinoin microsphere) 0.04%,
0.06%, 0.08%, 0.1% G

Tretinoin (compare to RetiA®) 0.025%, 0.05%, 0.1%
C; 0.01%, 0.025% G

Tretinoin microspheréconmpare to RetirA Micro®)
0.1%, 0.04%

All brand metronidazole products (MetroCre(gm
0.75%C, Metrogef® 1% G, MetroLotiorf®* 0.75%L,

Noritat® 19 C etc.)
Metronidazolel% G

Rhofadé& (oxymetazoline) 1%C
Soolantr® (ivermectin)

Altreno, Atralin, Retin -A Micro, tretinoin, tretinoin microsphere: diagnosis or
indication is acne vulgaris, actinic keratosis, or rosacea AND patient has
documented side effect, allergy, or treatment failuite @& preferred topical
tretinoin productAvita or RetinA®).

Adapalene:patient has had a documented side effect, allergy, or treatment fa
with brand Differin.

Plixda: patient has had a documentd side effect, allergy, or treatment failure \
brandDifferin AND a generic adapalene product.

Limitations: Coverage of topical retinoid products will not be approved for
cosmetic use (wrinkles age spots, etc.) (i.e. Avage, Renovayitra).

Brand name metronidazole products, metronidazole 1% gel (generic)
Rhofadeand Soolantra diagnosis or indication is roacea AND patient has
had a documented side effect, allergy or treatment failure with a preferred
generic topical metronidazole product. ib@duct has an AB rated generic,
there must have also been a trial of the generic formulation.

Limitations : The use of Mirvaso (brimonidine topical gel) for treating skin
redness is considered cosmetic. Medications used for cosmetic purposes
excludedfrom coverage. Mirvaso topical gel has not been shown to impro
any other symptom absacede.g. pustules, papules, flushing, etc) or to alte
the course of the disease.

SHORT/INTERMEDIATE ACTING STIMULANT S

DEXMETHYLPHENIDATE (compare to Focalﬁ)

ADHD AND NARCOLEPSY CATAPLEXY MEDICATIONS

Dextroamphetamine IZenzedi 5 or 10mg, formerly  Clinical Criteria for ALL non -preferred drugs: patient has a diagnosis of



METADATE ER® (compare to Ritalif SR)
METHYLIN® (compare to Rital@) solution

METHYLPHENIDATE (compare to Ritali@)
tablets chewable tablets
AMPHETAMINE/DETROAMPHETAMINE

(compared Adderal@)

LONG ACTING STIMULANTS

Methylphenidate Products

Oral

APTENSICPXR (methylphenidate DR 24HR IR/.ER,
40:60%)

CONCERTA®" (methylphenidate SA OSM IR/ER,
22:78%)

FOCALIN® XR (dexmethylphenidate SR 24 HR

IR/ER, 50:50%)

QUILLICHEW ER ™ (methylphenidate IR/ER,
30:70%) chewable tablets
Oral Suspension
QUILLIVANT xR® (methylphenidate IR/ER,
20:80%)
QL =1 bottle (60ml, 120ml, 150ml)/30days
2 bottles (180ml)/30days

Transdermal

DAYTRANA® (methylphenidate patch( = 1
patch/day)

Amphetamine Products

Dexedriné)
Evekeo® (amphetamine sulfate)

Focalirf® (dexmethylphenidate)

Ritalin® (methylphenidate)

Adderal®* (amphetamine/dextroamphetamine)
Desoxyﬁ@ (methamphetamine)

Dextroamphetami sulfatel mg/ml oral solution

Methamphetamingcompare to Desox;@.)
Methylphenidate solution
Methylphenidate SR (copare to Ritalif SR)

Procentrg (dextroamphetamine sulfate) 1 mg/ml oral

solution

ZenzetﬁFD (dextroamphetamine IR) 2.5 mg, 7.5 mg, 15

mg, 20 mg, 30 mg tablets

Cotempl? XR (methylphenidate IR/ER 25:75%) ODT

Dexmethylphenidate SR 24 HR IR/ER, 50:50%

(compare to Focalin X@)
methylphenidate CR, IR/ER, 30:70% (compare to

Metadate CI@)
Methylphenidate S®OSM IR/ER,

22:78% (compare to Concerta®)

Methylphenidate SR 24 HR, IR/ER, 50:5@&ompare to

Ritalin LA®)

Ritalin LA® (methylphenidateSR 24 HR, IR/ER, 50:50¢

ADD, ADHD or narcolepsy AND patient has been started and stabilized ol
requested medication. (Note: samples are not considered adequate justific
for stabilization.) OR patient meets additional clinical criteria outlined belo

Focalin, Adderall, Ritalin : the patient must have had a documented intoleranc
the preferredyenericequivalent.

Methamphetamine and DesoxynGiven the high abuse potéaitof
methamphetamine and Desoxyn, the patient must have a diagnosis of AD
ADHD or narcolepsy and have failed all preferred treatraernatives. In
addition, for approval of brand name Desoxyn, the patient must have had
documented intolerance temeric methamphetamine.

Methylphenidate solution: patient has a documented intolerance to Methylin
solution.

Methylphenidate SR:the patient has had a documented-gifect, allergy, or
treatment failureo at least 2 preferred methylphenidate produtiay(be short
or long acting due to intermediate duration of action)

Procentra, dextroamphetamine oral solution:patient has a medical necessity
for an oral liquid dosage form. (eg. Swallowing disorder). AND if the requt
is for Procentra, the patient haslocumented intolerance to the generic
equivalent.

Dextroamphetamine IR, Zenzedi, Evekeothe patient has had a documented

sideeffect, allergy, or treatment failure of at least 2 preferred agents.

Clinical criterial for ALL non -preferred drugs:the patient haa diagnosis of
ADD, ADHD or narcolepsy AND has been started and stabilized on the
requested medication. (Note: samples are not considered adequate justific
for stabilization) OR meets the additional clinical criteria outlined below.

Cotempla XR ODT, Ritalin LA, and Methylphenidate CR, Methylphenidate
SR 24 HR:patient has had a documented siffect, allergy, or treatment
failure on.2 preferred longacting Methylphenidate produd¥ND for approval
of Ritalin LA, the patient must have a documentedlarance to the generic
equivalent.

dexmethylphenidate SR 2 HR ER (generic): patient must have a documented
intolerance to the brand name equivalent.

Methylphenidate SA OSM (AB-rated and BX-rated generics for Concerta):
the patient must have a documenitedlerance to brand Concerta.

Adderall XR, Dexedrine CR, dextroamphetamine SR, DyanaveMydayis:
patient must have a documented intolerandevtopreferred amphetamine
producs. For approval oAdderall XR or brandexealrine CR, the patient
must also hve a documented intolerance to the generic equivalent.

Adzenys XR ODT, Adzenys ER suspensiopatient has had a documented side
effect, allergy, or treatment failure to Vyvanse chewable.



Oral AdderaIIXR®
AMPHETAMINE/DEXTROAMPHETAMINE SR 24 (amphetamine/dextroamphetamine SR 24 HR,

HR, IR/ER, 50:50% IR/ER, 50:50%)
(compare to Adderall X@) Adzenys X ODT (amphetamine SR 24 HR, IR/ER,
VYVANSE® (lisdexamfetaminedapsule, chewable 50:50%)

(QL= 1 cap/day)

Adzenys ERE suspension (

IR/ER, 50:50%)

Dyanavel™ suspension
(amphetamine/dextroamphetamBR)
(QL=240ml/30days)

Dexedrine CI@* (dextroamphetamine 24 hr SR)

Dextroamphetamin24 hr SR(compare

to Dexedrine C@)

Mydayis® (mixed amphetamine salts) extenetbase
capsules

tablet
(QL =1 capor tab/day)

MISCELLANEOUS

ARMODAFINIL (compare to Nuvigfl) Intuniv, Nuvigil, Provigil , Strattera: patient must have a documented intolerar

Nuvigil® (armodafinil)

Qty Limit 50mg = 2 tabs/day tv limit: 50 = 2 tablets/day: 150 ma/200 ma/250 to the generic equivalent.
150mg/200mg/250mg = 1 tab/day (max days sug Q yzlﬂéblet?;gy abletsicay, Mo Mo f
=30 days) - .
ATOMOXETINE (compare to Strattera®) Provigi® (modafinil
Qty limit:10, 18, 25 and 40 mg = 2 Qty limit: 100 mg = 1.5 tablets/day;200 mg = 2
capsules/day tablets/day
60, 80 and 100 mg = 1 capsule/day Maximum Daily Dose = 400 m@lax dayssupply = 30
FDA maximum recommended dose = 1  days)
mg/day Intuniv® (guanfacine extended release) Tablet
CLONIDINE ER (compare to Kapva) Qty limit = 1 tablet/day
Qty limit = 4 tab-s/day Stratter® (atomoxetine)
GUANFACINE ER(Intuniv®) Oty limit:10, 18, 25 and 40 mg = 2 capsules/day
KAPVAY ® (clonidine extended release) Tablet 60, 80 and 100 mg = 1 capsule/day
Qty limit = 4 tablets/day FDA maximum recommended dose = h@iffday

Xyrem® (sodium oxybate) oral solution

MODAFINIL (compare to Proviéﬁ) Qty limit = 540 ml/30 days

Qty limit: 100 mg = 1.5 tablets/day;200 mg = 2
tablets/day
Maximum Daily Dose 400 mg



Max days supply = 30 days)

CHOLINESTERASE INHIBITORS

DONEPEZIL (compare to Arice@) tablet(QL =1
tablet/day)

EXELON® (rivastigmine) CapsuléQL = 2
capsules/day)

ALLERGEN IMMUNOTHERAPY

Oralair® (QL = 1 tablet/day) Clinical Criteria

9 Patient age 010 years and 065

A Prescriber must provide the testing to show that the patient is allerg
the components in the prescribed therapy and must provide a clinice
valid rationale why single agent sublingual therapy is belragsen over
subcutaneous therapy

A Treatment must start 12 weeks before expected onset of pollen sea:
and only after confirmed by positive skin test or in vitro testing for
pollen-specific IgE antibodies for any of thegass species contained i
Oralair

A Have an autdnjectable epinephrine ehand

ALPHA1-PROTEINASE INHIBITORS

Aralast NF® Criteria for Approval: The indication for use is treatment of alphpfoteinase
i@ inhibitor deficiencyassociated lung disease when all of the following criteri.
Glassi are met: Patient's alphadntitrypsin (ATT) concentration < 80 mg per dI [or -
ProlastinC® 11 micromolar] AND patient has obstructive lung disease as defined by a
Zemair® forqed exgiatc_)ry volume in_ one s_econd (FEV1) OF_—%B% of predicted or a
**Maximum days supply per fill for all drugs is 14 rapid decll_ne in ang fL_Jnctlon Qe_flned asa change in F_EVl of > 120 mLlye
days* AND medication is being administered intravenously (inhalation

administration will not be approved) AND patienaisionrsmoker OR patient
meets above criteria except lung function has deteriorated beneath above
while on therapy.

I, : (%) - %283 - %$) #! 4)/ .3

Aricept® (donepezil) TablefQL = 1 tablet/day) Razadyne Tablet, Razadyn&R Capsule: diagnosis or indication for the
requestdmedication is Alzheimer's disease. AND patient has been startec
stabilized on the requested medication (Note: samples are not considered
Razadyne eR (galantamine) Gasule adequate justification for stabilization) OR patiaad a documented side

Razadyn@ (galantamine) Tablet



DONEPEZILODT (compare to Aricept® ODT)
(QL =1 tablet/day

RIVASTIGMINE (compatre to Exeléﬂ) capsule
(QL =2 capsules/day

GALANTAMINE tablet (compare to Razady@e
Tablet

GALANTAMINE ER capsule (compareo
Razadyn® ER)

SOLUTION

EXELON® (rivastigmine) Oral Solution

TRANSDERMAL

EXELON® (rivastigmine transdermal) Pat¢QL = 1
patch/day)

NMDA RECEPTOR ANTAGONIST

MEMANTINE Tablets

NAMENDA® (memantine) Oral &ution

Aricept® ODT (donepezil)
(QL =1 tablet/day
galantaming¢compare to Razadyne®) Oral Solution

Rivastigmine (compare to Exe®rpatch
(QL = 1 patch/day)

Namend® (memantine) Tablet

Namend® XR (memantine ER) Oral Capsule
(QL =1 capsule/day)

CHOLINESTERASE INHIBITOR/NMDA COMBINATION

Clinical PA Required
CELECOXIB (QL = 2 caps/day)

Namzari® (donepezil/memantine) Capsule (QL =1
capsule/day)

COX2 INHIBITORS

Celebre® (celecoxib)(QL = 2 capsules/day)

effect, allergy or treatment failute donepezil and Exelon. AND if the produt
has an AB rated generic, the patient has a documented intolerance to the
generic.

Aricept: diagnosis or indication for the requested medication is Alzheimer's
disease. AND the patient has a documented intoleremthe generic product.

Galantamine Oral Solution: diagnosis or indication for the requested medicat
is Alzheimer's disease. AND patidmds been started and stabilized on the
requested medication (Note: samples are not considered adequate jostific
for stabilization) OR the patient had a documented side effect, allergy or
treatment failure to ExefoOral Solution

Rivastigmine Patch: the patient has a documented intolerance to brand Exelo
Patch.

Aricept ODT diagnosis or indication for the requedtmedication is Alzheimer's
disease. AND medical necessity for a specialty dosage form has been prc
AND the patient has a documented intolerance to the generic formulation.

Namenda:Patient has a documented intolerance to the generic.
Namenda XR: Patient has not been able to tolerate twice daily dosing of
immediate release @mantine, resulting in significant clinical impact.

Namzaric: Clinically compelling reason why the individual ingredients of
donepezil and memantimannot be used

Celebrex: patient does not have a history of a sulfonamide allergy. AND patie
has had a documented side effect, alleogytreatment failure to two or more
preferred generic NSAIDS and has had a previous trial of generic celecox
OR patient is not a candidate for therapy with a preferred generic NSAID ¢
to one of the following: patient is 60 years of age or older, picttias a history
of Gl bleed and has had a previous trial of generic celecoxib, patient is
currently taking an anticoagulant (warfarin or heparin) and has had a prev
trial of generic celecoxib, Patient is currently taking an oral corticosteroid &
hashad a previous trial of generic celecoxib, and Patient is currently taking
methotrexate and has had a previous trial of generic celecoxib.
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ANALGESICS

MISCELLANEOUS: TOPICAL AND TRANSDERMAL PATCH

Lidocaine 3% Cream

Lidocaine 4% solution

Lidocaine 5% Oitment, Cream
Lidocaine/Prilocaine 2:2.5% Cream
Synera® (lidocaine/tetracaine) patch

OPIQIDS: SHORT ACTING

ACETAMINOPHEN W/CODEINE(compare to

Terno@ wi/codeine)
ACETAMINOPHEN W/HYDROCODONE

(compare to Vicodi@, Lorce®, Maxidoné®,

Norcd®, Zydoné@)

(QL 5/500 = 8 tablets/day, 10/500 = 8 tablets/da
7.5/750 = 5 tablets/day)

ACETAMINOPHEN W/OXYCODONE(compare

to Percocé?)
(QL 10/650 = 6 tablets/day)
ASPIRIN W/CODHENE
BUTALBITAL COMP. W/CODEINE (compare to

Fiorina@ w/codeine)
CODEINE SULFATE

DIHYDROCODEINE COMPOUNDENDOCET®
(oxycodone w/ acetaminophen)

HYDROCODONE(plain, w/acetaminophen, or
w/ibuprofen)

(some exceptions apply)

HYDROMORPHONEablets (comparto

Lidocaine 5% patckcompare to Lidoder®) (OL = 3 Lidodermz Lidocain_e Patch: diagnosis or indication is nguropathic pain/post
6 patclcomp )@ herpetic neuralgia AND patient has had auwtoented side effect, allergy,

) patch((e@s/day) ] ) treatment failure or contraindication to 2 drugs in the tricyclic antidepressa
Lidoderm™ Patch (lidocaine 5 %L = 3 patches/day) (TCA) class and/or anticonvulsant class OR patient has a medical necess
Qutenz® Patch (capsaicin 8 %R( =4 patches/9@lays) a transdermal formulation (ex. dysphagia, inability to takeroedications),
ZtlidoE Patch (lidocaine AND if the request is for brand Lidoderm, the patient has had a document

(QL = 3 patches/day) intolerance to the generic equivalent.

Qutenza Ztlido: diagnosis or indication is pebkerpetic neuralgia AND patient
(Note: Please refer to Analgesics: COX lls and NSAI has had a documented side effect, allerg@atment failure or contraindication
s for topical NSAIDS) to 2 drugs in the tricyclic antidepressant (TCA) class and/or anticonvulsan
classas well as Lyrica and Lidocaine pat€R patient has a medical necess
for transdermal formulation (ex. dysphagia, inability to takas o
medications) AND patient has had a documented side effect, allergy, treat
failure or contraindication to Lidmine patch.

Abstraf® (fentanyl) Sublingual Tablets Note: The initial fill for all shortacting opiates will be limited to 50 Morphine
Acetaminophen w/codeinall branded poducts Milligram Equivalents (MME) and-daysipp | y f or eamsbfiager
Acetaminophen w/hydrocodore! branded products OR 24 MME and 3laysupply for patiets O 17 years of
(QL 5/500 = 8 tablets/day, 10/500 = 8 tablets/day, Butorphanol Nasal Spray:documented site effect, allergy, treatment failure, o
7.5/750 = 5 tablets/day) contraindication to codeine, hydrocodone, morphine, & oxycodone (all 4
Acetaminophen w/hydrocodot@L=13 tablets/day) generic atities) as single or combination products. OR is unable to use ta
Acetaminophen w/oxycodonatl branded products or liquid formulations.
(QL 10/650 = 6 tablet/day) Abstral, Actiq, fentanyl transmucosal, Fentora, Lazanda, Subsysndication of

cancer breakthrough pain AND patient is opioid tolerant AND is on a long
acting gioid formulation AND is 18 years of age or older (Actiq 16 years o
age or older) AND prescriber is registered in the Transmucosal Immediate
Release Fentanyl (TIRF) Risk Evaluation and Mitigation Strategy (REMS)
Access program AND member has had a docuetetreatment failure with or
intolerance to 2 of the following 3 immediate release treatment options:
morphine, hydromorphone or oxycodone. OR is unable to use tablet or lic
Dilaudid®*(hydromorphone) tablets formulations AND if the request is for brand name Actiq, member has a
(Qty limit = 16 tablets/day) documerted intolerance to generic fentanyl transmucosal.
Dilaudid - 5 Oral Solution, Hydromorphone Oral Solution: member has had a
documented side effect, allergy or treatment failure with oxycodone oral

Actiq® (fentanyl lozenge on a stick: 200 mcg, 400 mc
600 mcg, 800 mcg,

1200 mcg, 1600 mcg)

Butorphanol Nasal Sprgfty Limit = 2 bottles/month)

Demerol* (meperidine)

Dilaud'd-5®(hyd romorphone) oral solution

fentanyl citrate transmucos@ompare to Acti§)) solution and morphine oral solution OR has been startedtahiized on
Fentor® (fentany! citrate buccal tablets) another dosage form of hydromorphone AND if the request is for the bran:
HydrocodoneAcetaminophen Soln 1825 Mg/15ml product, patient has a documented intolerance to the generic product.

Oxycodone (generic) Capsulesnember has a documented intolerance to gen

. ~®
Hydromorphoneral soln (compare to Dllau) oxycodone tablets.

Ibudon&®* (hydrocodone w/ ibprofen)
Ultram, Ultracet: member has a documented intolerance to the generic
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Dilaudid®)

(Qty limit = 16 tablets/day)

MEPERIDINE (compare to Demer@l) (30 tabs or
5 day supply)

MORPHINE SULFATE

MORPHINE SULFATE(compare to Roxan@l)
OXYCODONE (plain)

(For tablets, Qty limit = 12 tablets/day)

OXYCODONE (w/acetaminopherw/aspirin or
w/ibuprofen)

TRAMADOL (compare to UItrar@) (Qty Limit =
8 tablets/day) (Age

TRAMADOL/APAP (compare to Ultrac&)

(Qty Limit =8 tablets/day] Age 018)

OPIOIDS: LONG ACTING

TRANSDERMAL

BUTRANS (buprenorphine) TRANSDERM.
SYSTEM

(QL = 2 patches/14 days) (Maximum-ddy fill)

FENTANYL PATCH (compare to Du rageé%

12 mcg/hr, 25 mcg/hr, 50 meg/h®l(=15 patches/30
days)75 mcg/hr, 100 mecg/hQL=30 patches/30
days)

BUCCAL
All Products require PA

ORAL

MORPHINE SJLFATE CR 12 hrtablet (compare to
MS Contirf® (QL=90 tablets/strength/30 days)

Lazand® (fentanyl) Nasal Spray formulation - .
Lortab®*(hydrocodone w/ acetaminophen) Other Short acting Opioids: member has had a documented side effect, aller:

- or treatment failure to at lea8medications not requiring prior approval. (If a
Meperidine(Qty > 30 tabs or 5 day supply) product ha an AB rated generic, one trial must be the generic)
Nucynta® (tapentadol) PA Requests to Exceed QL for Oxycodone IR or Hydromorphone IRif dose
Opana® (oxymorphone) consolidation is not possible (i.e. use of higher strength dosage form), all
Oxyco_dqne(plaln) capsules requests will be referred to the DVHA Medical Director review unless the
(Qty limit = 12 capsules/day) medication is being prescribed for pain related to an oncology diagnosis w
Oxymorphone(compargd Opana®) will be approved by the Clinical Call Center.
Egggigg:ﬂg xjﬁg(laoti?r:gophen Limitations: APAP containing products: daily doses that result in > 4 grams ¢

" ) acetaminophen/day will regefor PA; Meperidine 75mg/ml injection no longe

E%Xin(;l(?) (cr)n(r)]rrahllge Slélfsti) ycodone) available- 25mg/ml, 50mg/ml and 100mg/ml available. Brand name Deme
Subsys® (fentanyl) Sublingual Spray 75mg/ml and 100mg/2ml not coveredo generic equivalents.

Tylenol® #3* #4*(acetaminophen w/codeine)
Ultracet® (tramadol w/ acetaminophen) (Qty Limit = 8

tablet¢day)
Ultram®* (tramadol) (Qty Limit = 8 tablets/day)

CLINICAL CONSIDERATIONS: Long acting opioid dosage forms are

Buprenorphine patch (compare to Butrans®) intended for use in opioid tolerant patients only. These tablet/capsulaltopi
(QL = 2 patches/14 days) (Maximum-day fill) medication strengths may cause fatal respiratory depression when admini
Duragesic®* (fentanyl patch) 12 mcg/hr, 25 meg/hr, 5 to patients not previously exposed to opioids. LA opioids should be presc
mcg/hr for patients with a diagnosis or condition that requires a continuous, arour
(QL=15 patches/30 days) 75 mcg/hr, 100 mcg/hr theclock analges. LA opioids should be reserved for use in patients for
(QL= 30 patches/30 days) whom alternative treatment options (e.g., fugioid analgesics or inmediate

release opioids) are ineffective, not tolerated, or would be otherwise inade
to provide sufficient management ofipaLA opioids are NOT intended for
Fentanyl patic 37.5mcg/hr, 62.5mcg/hr, 87.5mcg/hr use as 'prn' analgesic. LA opioids are NOT indicated for pain in the imme
postoperative period (the first 224 hours following surgery) or if the pain is
mild, or not expected to persist for an extended peridith@. LA opioids are
not intended to be used in a dosage frequency other than FDA approved
Belbuc# (buprenorphine hcl buccal filmi)L= 28 regimens. Patients should not be using other extended release opioids
films/14 days, Maximum iday fill) prescribed by another physician. Prescribers should consult the VPMS
(Vermont PrescriptiodMonitoring System) to review a patient's Schedule I
IV medication use before prescribing long acting opioids.
Belbuca Films Buprenorphine Patch the patient has had a documented intolere
hydromorphone XR tablet to Butrans patches

(QL= 30 tablets/30 days (8 mg, 12mg, 16 mg tabs))  pyragesic Patches patient has had a docemted intolerance to generic fentany
Dolophine@ (methadone) tablets patches.

Methadongcompae to Dolophin®) 5 mg, 10 mg tablet Fentanyl patches 37.5mcg/hr, 62.5mcg/hr, 87.5mcg/hprovider must submit
Methadoneoral solution (no PA required'for patient Ieé clinical rationale detailing why the patient is unable to use a combination ¢

than lyear old) preferred strengths.
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ORAL, ABUSE-DETERRENT FORMULATIONS

EMBEDA® (morphine sulfate/naltrexone
hydrochloride) Capsules
(QL=2 capsules/day)

Methadoneral concentrate 10 mg/ml

**Maximum initial daily dose all products = 30
mg/day**

Kadiar® (morphine sulfate XIR(QL= 60
capsulesstrength/30 days)

MS Contirf* (morphine sulfate CR 12 hr) Tablets
(QL=90 tablets/strength/30 days)

Morphine sulfate SR 24lvapsule (compare to Kad@m
(QL=60

capsules/strength/30 days)

Morphine sulfate SR beads 24tapsulgQL 30
capsules/stregth/30 days)

Oxycodone ERcompare to OxyCont@) (QL=90
tablets/strength/30 days)
Oxymorphone ERQL=60 tablets/strength/30 days)

Nucynta ER® (tapentadol ER(QL=2 tablets/day)

Conzip@ (tramadol ER biphasic release) Capg@e =1
capsule/day)

Tramadol SRcompare to Ultram E@) (Qty Limit=1
tablet/day)

Tramadol ER biphasi[eleas@ CapsulgQty Limit=1
capsule/dayj150 mgstrength)

Tramadol ER biphasizleasdablet (formerly Ryzo@)
(Qty Limit=1
tablet/day)

Zohydro EFP (hydrocodonéitartrate)

Arymo® ER (morphine sulfate, extended release)
(QL=90 tablets/strength/3fhays)

Hysingla ER® (hydrocodone bitartrai@ty Limit = 1
tablet/ day)

Morphabond® ER (morphine sulfate, extended release’
(QL=90 tablets/strength/30 days)

OxyCmtin® (Oxycodone ERJQL= 90
tablets/strength/30 days)
Xtampza ER (oxycodone ERJQL = 60

Methadone Tablet: patient haviad a documented side effect, allergy, or
treatment failure to morphine sulfate CR 12 hr tablets AND the initial
methadone daily dose does not exceed 30mg AND for approval of brand
Dolophine tablets, the patient must have a documented intolerance to the
equivalent generic tablet. (Note: Methadone products, when used for treat
of opioid addiction in detoxification or maintenance programs, shall be
dispensed ONLY by certified opioid treatment programs as stipulated in 4:
CFR 8.12, NOT retail pharmacy)

Methadone Liquid: Patient must have a medical necessity for an oral liquid (i.
swallowing disorder, inability to take oral medications) AND the initial daily
dose does not exceed 30mg OR patient has been started and stabilized o
requested oral liquid edicationNote: Methadone products, when used for
treatment of opioid addiction in detoxification or maintenance programs, s
be dispensed ONLY by certified opioid treatment programs as stipulated it
CFR 8.12, NOT retail pharmacy

Conzip, Tramadol ER biphasic-release Capsule, Tramadol ER biphasic
release Tablet, Tramadol ER/SR:member has had a documented treatme
failure to a preferred shescting tramadol product. In addition, for approval
of tramadol ER biphasielease capsule or tablet orthagipnt must have a
documented intolerance to generic tramadol ER/SR.

Oral Non-Preferred (except methadone & tramadol containing products):the
patient has had a documented side effect, allergy, or treatment failure to
morphine sulfate CR 12hr tablet (geisg AND generic fentanyl patch. (If a
product has an AB rated generic, there must have been a trial of the gene
AND the patient must have a documented side effect, allergy, or treatmen
failure to the preferred abuse deterrent formulation (EmuazfareArymo
ER, Morphabond ERDxyContin or Xtampza ERill be approved.

Hysingla ER/Zohydro ER: Available with PA for those unable to tolerate any
preferred medications. All requests will go to the DVHA Medical Director 1
approval.

Limitations: Methadne 40mg dispersible tablet not approved for retail
dispensing.
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NSAIDS

ORAL
SINGLE AGENT
DICLOFENAC POTASSIUMDICLOFENAC

SODIUM (compare to Voltare@)

ETODOLAC (formerly Lodinég)
FLURBIPROFEN

IBUPROFEN(compare to Motrity)

INDOMETHACIN (formety Indocir@, Indocin SI@)
| NDOMETHACI N ERA
KETOPROFEN

KETOROLAC (formerly Torado(P)
(QL =20 doses/5 day supply every 90 days)
MECLOFENAMATE SODIUMMELOXICAM tabs

(compare to Mob@)
NABUMETONE

NAPROXEN (compare to Napros%
NAPROXEN ENTERIC COAED (compare to EC

tabs/strength/30days)

Cambi® (diclofenac potassium) packet for oral solutiol

(QL =9 packets/month))
Daypro®* (oxaprozin)

EC-Naprosyr@ * (naproxen sodium enteric coated)
Etodolac ER

Felden®* (piroxicam)
Fenoprofen 400mg cap
Fenoprofer600 mg tab

Indocir®* (indomethacin) suspension, suppository
Ketoprofen ER

mefenamic acigdapsules (compare to Pon@)el
Mobic®* (meloxicam) tablets

Nalfon® (fenoprofen) 400 mg capsules

Naprelar@* (naproxen sodiuntR)
Naproxen sodium ER

Naprosy@* (naproxen sodium)

Arthrotec, diclofenac/misoprostol, Duexis:patient has a documented side effe

or treatment failure to 2 or more preferred genBi$AIDs OR patient is not a

candidate for therapy with a preferred generic NSAID mtivevapy due to one
of the following: patient is 60 years of age or older, Patient has a history o
bleed, Patient is currently taking an oral corticosteroideRis currently
taking methotrexate AND patient is unable to take the individual compone
separately AND if the request is for brand Arthrotec, the patient has a
documented intolerance to the generic equivalent.

Cambia: drug is being prescribed for &ttnent of acute migraine attacks AND
patient has had a documented side effect or treatment failure to 2 or more
preferred generic NSAIDs, one of which must be generic diclofenac OR di
being prescribed for treatment of acute migraine attacks patient has a
requirement for an oral liquid dosage form (i.e. swallowing disorder, inabili
to take oral medications) AND patient has had a documented side effect o
treatment failure with the generic ibuprofen suspension and the generic
naproxen suspeis.

Flector Patch, Pennsaid, Diclofenac 1.5% Topical Solutiondiagnosis or
indication is osteoarthritis or acute pain caused by minor strains, sprains, i
contusions AND patient has had a documented side effect or inadequate
response to Voltaren gel Qratient is not a candidate for therapy with a
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Naprosyﬁ@) PonstéP (mefenamic acid)
NAPROXEN SODIUM(compare to Anapr(@, Tiyorbex (indomt_ethacin) capsules (QL=3 caps/day)
Vivlodex® (meloxicam) capsules
Anaprox D®,

Naprelar@)

(QL = 3 capsules/day)
OXAPROZIN (compare to Dayp@)

PIROXICAM (compare to Felde@e

INJECTABLE diclofenac(compare to Pennsz@d 1.5 % Topical
KETOROLAC Injection (formerly Toradé@) QL=1 Solution

dose per fill)
NASAL SPRAY Flector® (diclofenac) 1.3 % Pat¢@L =2 patches/day)

Pennsaid® (diclofenac) 2% Topical Solution

Arthrotec® (diclofenac sodium w/misoprostol)
diclofenac sodium w/misoprostfdompare to

All products require PA.

TOPICAL

Voltaren® (diclofenac) 1% Gel Arthrotec®)
Duexis? (buprofen/famotidine)
TRANSDERMAL (QL = 3 tablets/day)

All products require PA.

NSAID/ANTI -ULCER (QL = 2 tablets/day)

All products require PA.

Note: Pl ease refer to 7
Keratosis Sm&rae@cmlpio}ofenacﬁ o]
3% Gel

Zipso@ (diclofenac potassium)
Zorvolex® (diclofenac) Capsules

Sprix® (ketorolac) Nasal Spray
ULINDAC (QL =5 bottles/5 days once every 90 ges)

Vimovo® (naproxen/esomeprazole)

preferred generic NSAID due to one of the following: Patient is 60 years o
or older, Patient has a history of Gl bleed, Patient is currently taking an ori
corticosteroid, Patient is currently taking mattiexate OR patient has a
documented medical necessity for a topical/transdermal formulation (ex.
dysphagia, inability to take oral medications), AND for approval of Pennsa
1.5%, the patient has had a documented intolerance to the generic equiva

Sprix: indication or diagnosis is moderate to moderately severe pain. AND pe
has had a documented inadequate response or intolerance to generic ket
tablets. OR patient has a documented medical necessity for the specialty
form (i.e. inabilityto take medication orally (NPO)).

Tivorbex: patient has had a documented side effect, allergy, or treatment failt

4 or more preferred generic NSAIDs, including generic indomethacin.

Vivlodex®: patient has had a documented side effect, allergy, atmemnt failure

to 4 or more preferred generic NSAIDs, including generic meloxicam.

Diclofenac 1% Gel:the patient must have had a documented intolerance to B

Voltaren.

Vimovo: patient has had a documented side effect or treatment failure to 2 o
more preferred generic NSAIDs OR patient is not a candidate for therapy
a preferred generis NSAID due to one of the following: Patient is 60 years
age or older, Patient has a history of Gl bleed, Patient is currently taking a
oral
corticosteoid, Patient is currently taking methotrexate AND patient is unabl
take naproxen and a preferred proton pump inhibitor, separately.

Zipsor, Zorvolex: patient has had a documented intolerance to diclofenac tab
AND patient has had a documented ®ffect, allergy, or treatment failure to
or more preferred generic NSAIDs.

All other PA requiring NSAIDs: patient has had a documented side effect or
treatment failure to 2 or more preferred generic NSAIDS. (If a product has
AB rated generic, one &i must be the genericAND if the request is for a
non-preferred extended release formulation, the patient has not been able
adhere to the dosing schedule of the immediate release formulation result
significant clinical impact.

ANKYLOSINGSPONDYLITIS: INJECTABLES

Length of Authorization: Initial PA 3 months; 12 months thereafter

PREFERRED AFTER CLINICAL

Cimzia® (certolizumab pegol)
CRITERIA ARE MET (Quantity limit = 1 kit/28 days (starter X 1, then regulal
Inflectra® (inflixim ab-dyyb) biosimilar to Remicau@

Enbrel/Humira: patient has a diagnosis of atdsing spondylitis (AS) and has
already been stabilized dhe medication being requesté€dR patient has a
confirmed diagnosis of AS, and conventional NSAID treatment and DMAFK
therapy (e.g. methotrexate therapy) resulted in an adverse effect, allergic
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COSENTYX® (secukinumab) Subcutaneous

ENBREL® (etanercept)
Qty Limit = 4 syringes/28 day®0 mg), 8
syringes/28 days (25 mg)

HUMIRA® (adalimumab)
Qty Limit = 2 syringes/28 days

BENZODIAZEPINE

CHLORDIAZEPOXIDE (formerly Librium®)

CLONAZEPAM (compare to KIonop@)
(QL =4 tabs/day except 2 mg (QL = 3 tabs/day))

CLONAZEPAM ODT (formetly Klonopin WafergR))
(QL =4 tabs/day except 2 mg (QL = 3 tabs/day))

DIAZEPAM (compare to Valiur@)

Remicad® (infliximab reactio_n, i_nadequate response, or treatment fe_lilure. If methotrexate is
( ) contraindicated, another DMARD should be tried. Notes: Approval should

Renflexi§ (infliximab-abda) biosimilar to Remical - X
enflexis (infliximab-abda) biosimilar to Remicadle granted in cases where patients have been treated with infliximab but hav

Simpon@ (golimumab) Subcutaneous response to therapy.
Qty Limit =1 of 50 mg prefilled syringe or Cosentyxpatient must be O 18 years of
autoinjector/28 days) sporuylitis (AS) and has already bestabilized on the medication OR patien

must be O 18 years of age with a
treatment and DMARD therapy (e.g. mettexate therapy) resulted in an
adverse effect, allergic reaction, inadequate response, or treatment failure
methotrexate is contraindicated, another DMARD should be tried. AND the
patient has a trial and failure or contraindication to HurNizte: Cosentyx
approvals for 300mg dose(s) must
150mg pens or syringes). Approval will not be granted for 2 separate 150r
packages.

Cimzia, Inflectra, Remicade,Renflexis,Simponi: patient has a diagnosis of
ankylosing sponditis (AS) and has already been stabilized on the medicati
being requested OR diagnosis is AS, and conventional NSAID treatment ¢
DMARD therapy (e.g. methotrexate therapy) resulted in an adverse effect,
allergic reaction, inadequate response, or treatrfailure. If methotrexate is
contraindicated, another DMARD should be tried. AND the prescriber mus
provide a clinically valid reason why BOTH Humira and Enbrel cannot be
used.

Additional criteria for Simponi: Pat i ent must be O 18
efficacy has not been established in pediatric patients.

Additional criteria for Inflectra , Renflexis the prescriber must provide a
clinically valid reason why Remicade cannot be used.

* Patients with documeed diagnosis of active axial involvement should have ¢
trial with two NSAIDs, but a trial with DMARD is not required. If no active
axial skeletal involvement, then NSAID trial and a DMARD trial are require
(unless otherwise contraindicated) prior toeiwing Humira, Cimzia,
Cosentyx, Enbrel, Remicade, or Simponi.

ANTI-ANXIETY: ANXIOLYTICS

alprazolam(compare to Xan) Non-preferreq Benzodiazepines (except for alprazolam ODT, KIonopin.

(QL = 4 tablets/day) Wafers, Niravam & Intensol P_roducts): patient has a documente_d S|d<_e
effect, allergy, or treatment failure to at least 2 preferred benzodiazepine
medications. (If a product has an AB rated generic, there must also be a 1

N the generic formulation)
alprazoa m ERA, a | P(comparetoxanaxX F Alprazolam ODT and Niravam: patient has a documented side effectgjleor
XR®) treatment failure to at least 2 preferred benzodiazepine medications. (If a
(QL = 2 tablets/day) product has an AB rated generic, there must also be a trial of the generic

alprazolam ODTcompare to Nirava@) formulation). OR patient has a medical necessity for disintegrating tablet
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LORAZEPAM (compare to Ativall)
(QL = 4 tablets/day)

OXAZEPAM (formerly Sera®)

NON-BENZODIAZEPINE

BUSPIRONE(formerly Buspa@)
HYDROXYZINE HYDROCHLORIDE (formerly

Atara@)

HYDROXYZINE PAMOATE (compare to Vistal@)
(all strengths
exceptl00 mg)

MEPROBAMATE (formerly Miltown®)

ORAL

Vitamin K Antagonist
WARFARIN (compare to Coumaa%

Direct Thrombin Inhibitor

PRADAXA® (dabigatran etexilate)
(Quantity Limit = 2 capsules/day)

(QL = 3 tablets/day)

Alprazolam Intens&} (alprazolam concentrate)

Ativan®* (lorazepam)
(QL = 4 tablets/day)

Clorazepat¢abs (compare to Tnxene ‘@)

Diazepam Intensl (diazepam concentrate)

KIonopin®* (clonazepam)
(QL =4 tabs/day except 2 mg (QL = 3 tabs/day))

Lorazepam Intens®) (lorazepam concentrate)

Niravam® (alprazolam ODT)
(QL = 3 tablets/day)

Tranxene P (clorazepate tabts)
Valium®* (diazepam)

Xana>gFD (alprazolam)
(QL = 4 tablets/day)

Xanax XF® (alprazolam XR)
(QL = 2 tablets/day)

Hydroxyzine Pamoat@ 00 mg strength ONLY)
(compare to vista® )
Vistaril®+ (hydroxyzine pamoate)

ANTICOAGULANTS

Coumadif®* (warfarin)

Savaysa® (edoxaba(uantity limits=1 tablet/daily

administration (i.einability to swallow tablets) AND patient has a document
side effect, allergy or treatment failure to clonazepam ODT.

Alprazolam Intensol, Diazepam Intensol, and Lorazepam Intensolpatient has
a medical necessity for the specialty dosage foengiallowing disorder).
AND the medication cannot be administered by crushing oral tablets.

Hydroxyzine Pamote 100mg strength ONLY: patient is unable to use generic
50mg capsules

Vistaril: patient has documented intolerance to the generic formulation.

PA Requests to Exceed QLall requests will be referred to the DVHA Medical
Director for review unless (a) the medication is being prescribed for acute
alcohol withdrawal for a maximum 4day supply ofb) the patient has been
started and stabilized on the requested quantity for treatment of a seizure
disorder.

Coumadin: patient has been started and stabilized on the requested medicati
OR patient has had a documented intolerance to generic warfarin.

Savaysa:Diagnosis or indication is nonvalvular atrial fibrillation or the indicatic
is treatment of DVT or PE following-%0 days of parenteral anticoagulation
the indication is redumn of risk of recurrent DVT or PE following initial
therapy AND creatinine clearance is documented to be < 95 ml/min AND
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Factor Xa Inhibitor

Equuis® (apixaban)

(Quantity Limit = 2 tablets/day)

(Quantity limit 5mg = 4 tablets/day for 7 days if
indication is treatment of DVT

or PE) (followed by 5 mg twice daily)

XARELTO® (rivaroxatan)

(10mg Quantity Limit = 1 tablet/day, maximum 30

day supply to complete
total 35 days/every 180 days)
(15m & 20mgQuantity Limit = 1 tablet/day)

(Quantity limit 15 mg = 2 tablets/day for 21 days if
indication is treatment of DVT or PEj¢llowedby

20mg once daily)

Starter Pack (15 mg/20 mg)
(Quantity Limit = 51 tablets/30 days)

INJECTABLE

UNFRACTIONATED HEPARIN INJECTABLE
HEPARIN

LOW MOLECULAR WEIGHT HEPARINS
INJECTABLE

ENOXAPARIN (compare to Loveno@)
(QL =2 syringes/day calculated in ml volume)

SELECTIVE FACTOR XA INHIBITOR
INJECTABLE

FONDAPARINUX (compare to Arixtr®)

ORAL

CARBAMAZEPINE Tablets (compare to Tegre%l
CARBAMAZEPINE Capsules (compare to Carbétjo

CARBAMAZEPINE extended releas(compare to
Tegretol XF@)

prescriber has provided another clinically valid reason why generic warfari
Pradaxa, Xarelto or Eliquis cannot be used. A yeadgtinine clearance is
required with renewal of PA request

n/a Arixtra: patient has a documented intolerama generic fondaparinux.
Lovenoxand Fragmin: patient has a documented intolerance to generic
enoxaparin

Loveno® (enoxaparinQL = 2 syringes/day calculated
in ml volume)

Fragmir@ (dalteparin)

Arixtra®" (fondaparinux)

ANTICONVULSANTS

Aptiom® (eslicarbazepine acetate) Crits_;ia fé)r apﬁroval of ALIa nond.-prgferred dr}Jgs: p?tient has been %artegl a(r;d
QL = 1 tab/day (200, 400 and 800 mg) and 2 tabs/day stabilized on the requested medication (Note: samples are not considered adeq
(600 mg) justification for stabilization.) OR patient meets additional criteria outlined below.
® (i ) Aptiom: the diagnosis is adjunctive therapy of pastiaket seizures and the
Banzel” (rufinamide) patient has had a documented side effect, allergy, treatment failure/inadec
QL = 8 tabs/day (400 mg) and 16 tabs/day (200 mg) response or a contralication to at least TWO preferred anticonvulsants, or
BanzeP (rufinamide) oral suspension of which is oxcarbazepine.
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CELONTIN® (methsuxamide)

CLONAZEPAM (compare to KIonop@)
QL =4 tablets/day

CLONAZEPAM ODT (formerly Klonopin Wafer@)
QL =4 tablets/day

DIAZEPAM (compare to VaIiur@)

DILANTIN® (phenytoin) chewable tablets, capsules

DILVALPROEX SODIUM capsules(compare to
Depakote Sprinklé@)

DIVALPROEX SODIUM (compare to Depako@e)
DIVALPROEX SODIUM ER(compare to Depakote

ER®)
EPITOL (carbamazepine)

ETHOSUXAMIDE (compare to Zaront@)
GABAPENTIN 100 mg, 300 mg, 400 mg cages,
600 mg, 800 mg
tablets, 250 mg/5 ml oral solution (compare to

Neurontir@)
GABITRIL® (tiagabine)

LAMOTRIGINE chew tabs (compare to Lami@al
chew tabs)

LAMOTRIGINE tabs (compare to Lamic@iltabs)
LEVETIRACETAM tabs (compare to Kep[@aabg

LEVETIRACETAM oral soln (compare to Kepr@a
oral soln)

LYRICA® (pregabalinap
(Quantity Limit = 3 capsules/day)

OXCARBAZEPINEtablets (compare to Trilep@l)
OXCARBAZEPINE oral suspension (compare to

TriIepta@)
PEGANONE® (ethotoin)
PHENYTEK® (phenytoin)
PHENYTOIN (compare to Dilantif?)
PHENYTOIN EXcap (compare to Pheny®k

PRIMIDONE (compare to Mysoling)
TEGRETOL® (carbamazepine) suspension

TEGRETOL XF® (carbamazepine) 100 mg ONLY
TOPIRAMATE ER

QL =80 ml/day (3,200 mg/day)

Briviact® (brivaracetam) tablets, oral suspension

Carbatrd? (carbamazepine) capsules
Clorazepate (compare to Tranxer® tabets
Clobazam (compare to Onfi®)

(Quantity Limit = 3 tabs/day (10 mg), 2 tabs/day

(20 mg))
Depaken@* (valproic acid)
Depakot@* (divalproex sodium)
Depakote = (divalproex sodium)

Depakotéprinkles® (divalproex sodium caps)
Dilantin® (phenytoin) suspension

felbamatgcompare to Felbat@l)
Epidiolex® (cannabidiol) oral solution
QL = 20mg/kg/day

Ferato@ (felbamate)

chomngtFD (perampanel) table@L = 1 tablet/day
Keppra®* (levetiracetam) tablets, oral solution
Keppra XF® (levetiracetarmextended release)

Klonopin®* (clonazepam)
QL = 4 tablets/day

Lamictaf®" tabs (lamotrigine tabs)
Lamictaf®" chew tabs (lamotrigine chew tabs)

Lamictal ODT® (lamorigine orally disintegrating tablets’
Lamictal XR® tablets (lamotrigine extended release)

lamotrigine ERcompare to Lamictal X@)
lamotrigine ODT (compare to Lamictal OB)T

levetiracetam ERcompare to Keppra )@)
Lyrica® (pregabalin) oral solution
Mysoline®* (primidone)

Neurontir@* (gabapentin) capsules, tablets and solutio

onfi® (clobazam) Oral Suspension 2.5 mg/ml
(Quantity limit = 16 ml/day)

onfi® (clobazam) Tablets

(Quantity Limit = 3 tabs/day (10 mg), 2 tabs/day (20

mg))
oxtella®® xR (oxcarbazapine ER) tablet
Qudex3® XR (topiramate) capsules

Briviact: the diagnosis is adjunctive therapy of partiaket seizures and the
patient has had a documented side effect, allergy, tezdtfailure/inadequate
responseor a contraindication to at least TWO preferred anticonvulsants, ¢
of which is levetiracetam.

Carbatrol, Depakene, Depakote, Depakote ERDepakote Sprinkles Dilantin
Suspension, Keppra tabs or oral solution, Klonopin, Klonopin Wafers,
Lamictal tabs or chew tabs, Mysline, Neurontin caps, tabs, solfegretol
Tabs, Tegretol XR (200mg & 400mg), Topamax tabs, Topamax sprinkles,
Trileptal tabs, Trileptal oral suspension,Zarontin, Zonegran: patient has
had a documented intolerance to the generic equivalen¢ oétfuested
medication.

Banzel: diagnosis or indication is treatment of Lenr@astaut Syndrome. AND
patient has had a documented side effect, allergy, treatment failure/inadec
response or a contraindication to at least TWO preferred anticontailssed
for the treatment of Lenne&astaut syndrome (topiramate, lamotrigine,
valproic acid) AND for approval of the oral suspension, patieust be unable
to use Bazel tabs (i.e. swallowing disorder)

Epidiolex:

Diagnosis or indication is treatment bénnoxGastaut SyndromeSerum
transaminases (AST and ALT) and total bilirubin levels have been obtained
to starting therapy and are monitored periodically thereafter patent has had
documented side effect, allergy, treatment failure/inadeqaaponse or a
contraindication to at least TWO preferred anticonvulsants used for the treatr
of LennoxGastaut syndrome AND either rufinamide or clobazam

Diagnosis or indication is treatment of Dravet Syndrosggum transaminases (AS
and ALT) andotal bilirubin levels have been obtained prior to starting therapy
and are monitored periodically thereafter AND patient has had a documentec
effect, allergy, treatment failure/inadequate response or a contraindication to
least one preferred argievulsant and clobazam

Felbamate, Felbatol: patient information/consent describing aplastic anemia ¢
liver injury has been completed AND diagnosis is adjunctive therapy of pa
onset seizures or LenndXastaut seizures and the patient has had a
documented side effect, allergy, treatment failure/inadequate response or .
contraindication to at least THREE preferred anticonvulsants. Additionally
brand is requested, the patient has a documented intolerance to the genel
product.

Tiagabine geneic: patient has had a documented intolerance to the brand na
product.

Keppra XR, Lamictal XR, lamotrigine ER, levetiracetam ER, Oxtellar XR:
patient has been unable to be compliant with or tolerate twice daily dosing
the immediate release productdditionally, if brand Keppra XR or Lamictal
XR is requested, the patient has a documented intolerance to the generic
product.

Lamictal ODT, lamotrigine ODT: medical necessity for a specialty dosage fot
has been provided AND lamotrigine chewable tabs cep@ased. For
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TOPIRAMATE tabs (compare to Topam® tabs) Sabrif® (vigabatrin)
TOPIRAMATE sprinkle caps (compare to Topa:@ax

Sprinkles) Tegreto@* (carbamazepinggblets
VALPROIC ACID (compare to Depakef"?e Tegretol xr® (carbamazepine) (200 and 400 mg
ZONISAMIDE (compare t&Zonegraf®) strengths)

tiagabine(compare to Gabitﬁ)

Topama>®* (topiramate) tablets
Topama@* (topiramate) Sprinkle Capsules
TranxeneT®" (clorazepate) tablets
Trilepta@* tablets (oxcarbazepine)
Trileptaf@ oral suspension (oxcarbazepine)

Trokendi XR® (topiramate SR 24hr) Capsules
(Quantity limit = 2 caps/day (200mg), 1 cap/day all

others)

Vigabatrin (compare to Sabril®)
Vimpat® (laccsamide) tablets, oral solution

Zarontir* (ethosuxamide)
Zonegraft* (zonisamide)

RECTAL

DIASTAT® (diazepam rectal gel) Diazepam rectal gel

Spritan® (levetiracetam) tablets for oral suspension

approval of brand Lamictal ODT, the patient must have a documented
intolerance to the generic equivalent.

Spritam: medical necessity for a specialty dosage form has been provided Al
patient must have a documented intolerance to levetacetal solution.

Lyrica oral solution: the patient is unable to use Lyrica capsules (i.e. swallow
disorder)

Clobazam,Onfi diagnosis or indication is adjunctive treatment of refractory
epilepsy (may include different types of epilepsy) AND patienttzasa
documented side effect, allergy, treatment failure/inadequate response or
contraindication to at lea3WO preferred anticonvulsantsND for approval
of Onfi, the patiehmust have documented intolerance to the generic produ

Clorazepate, Fycomp@: diagnosis is adjunctive therapy or partaiset seizures
OR diagnosis is adjunctive therapy for primary generalized -itic
seizures (Fycompa only) AND the patient has had a documented side effe
allergy, treatment failure, inadequate response, contraindication to at least
TWO preferred anticonvulsants.

Sabiril, Vigabatrin: prescriber andatient are registered with the REN&gram
AND diagnosis is infantile spasms OR patient is > 16 years old and the
indication is adjunctive therapy iefractory complex partial seizures and
failure of THREE other preferred anticonvulsants.

Trokendi XR, Qudexy XR: patient has failed treatment with topiramate ER

Vimpat: diagnosis is monotherapy adjunctive therapy of pastieslet seizures
and the patierttas had a documented side effect, allergy, treatment
failure/inadequate response or a contraindication to at least TWO preferre
anticonvulsants AND if the request is for the oral solution, the patient is ur
to use Vimpat tables (eg. swallowing diserd

PA Requests to Exceed QL for clonazepam/clonazepam ODT or Klonopirall
requests will be referred to the DVHA Medical Director for review unless tt
patient has been started and stabilized on the requested quantity for treatt
of a seizure disorder

Diazepam Rectal Gel: patient has had a documented intolerance to Diastat re
gel.

ANTIDEPRESSANTS

MAO INHIBITORS 71 Length of Authorization: Duration of Need for Mental Health Indi cations

PHENELZINE SULFATE (compare to Nar(f) Emsan® (selegiline)(QL = 1 patchiday)

FDA maximum recommended dose = 90 mg/day Marplarf® (isocarboxazid)
. % .
TRANYLCYPROMINE (compare to Parnf@e Nardif® (phenylzine)

FDA maximum recommended dose = 60 mg/day FDA maximum recommended dose = 90 mg/day

Pamat&® (tranylcypromine)

Marplan: patient has been started and stabilized on the requested medicatic
(Note: samples are not considéradequate justification for stabilization). Ok
patient has had a documented side effect, allergy, or treatment failure to
phenelzine and tranylcypromine.

Nardil, Parnate: patient has had a documented intolerance to generic equiva
product.

Emsam: patient has had a documented side effect, allergy, or treatment failut
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FDA maximum recommended dose = 60 mg/day

with at least 3 antidepressants from 2 of the major antidepressants classe
(Miscellaneous, SNRIs, SSRIs, and Tricyclic Antidepressants). OR patient
unable to tolerate oral medication

MISCELLANEOQUS - Length of Autharization: Duration of Need for Mental Health Indications, 1 Year for Other Indications

BUPROPION SRcompare to Wellbutrin S@) FDA
maximum recommended
dose = 400mg/day

BUPROPION XL(compare to Wellbutrin X@)

FDA maximum recommended dose = 450 mg/da
BUPROPION(compare to WeIIbutr@)

FDA maximum recommended dose = 450 mg/da
MAPROTILINE

FDA maximum recommended dose = 225 mg/da

MIRTAZAPINE (compare to Remer&l
FDA maximum recommended dose = 45 mg/day
MIRTAZAPINE RDT (compare to Remeron Sol

Tab®)

FDA maximum recommended dose = 45 mg/day

TRAZODONE HCL(formerly Desyre@)
FDA maximum recommended dose = 600 mg/da

Aplenzin® (bupropion hydrobromide) ER tablets
Quantity Limit = 1 tablet/day

Trintellix® (vortioxetine) Tablet

Quantity Limit = 1 tablet/day

Forfivo XL® (bupropion SR 24hr) 450 mg tablet
FDA maximum recommended dose = 450 mg/day
Quantity Limit = 1 tablet/day

Nefazodone

FDA maximum recommended dose = 600 mg/day

RemerofY* (mirtazapine)

FDA maximum recommended dose = 45 mg/day
Remeron Sol Td8* (mirtazapine RDT)

FDA maximum recommended dose = 45 mg/day
Viibryd® (vilazodone) Tablet

Quantity Limit = 1 tablet/day

Wellbutrin SF&* (bupropion SR)

FDA maximum recommendedsdo= 400mg/day

Wellbutrin XL®* (bupropion XL)
FDA maximum recommended dose = 450 mg/day

Criteria for approval for ALL non -preferred drugs: The patient has been
started and stabilized on the requested medication. (Note: samples are nc
considered aehjuate justification for stabilization.) OR The patient meets
additional criteria as outlined below.

Aplenzin: The patient has had a documented side effect, allergy, or in adequ
response to at least 3 different antidepressants from the SSRI, SNRI and/
Miscellaneous Antidepressant categories (may be preferred er non
preferred), one of which must be bupropion XL.

Forfivo XL : The patient is unable to take the equivalent dose as generic bupi
XL

Nefazodone:The patient has had a documented sifiect, allergy, or inadequate
response to at least 3 different antidepressants from the SSRI, SNRI and/
Miscellaneous Antidepressant categories (may be preferred guratared)

Remeron, Remeron SolTab, Wellbutrin SR, and Wellbutrin XL: The patient
has had a documented intolerance to the generic formulation of the reques
medication.

Trintellix, Viibryd: The diagnosis or indication is MDD AND The patient has
had a documented side effect, allergy, or inadequate response (defined b
least 4
weeks of therapy) to at least 3 different antidepressants from the SSRI, S
and/or Miscellaneous Antidepressant categories (may be preferred-or non
preferred.

Note: After a 4month lapse in use of a nqmeferred agent for a mental health
indication, orif there is a change in therapy, a lookback through claims
information will identify the need to fimitiate therapy following the PDL and
clinical criteria.

SNRI - Length of Authorization: Duration of Need for Mental Health Indications, 1 Year for Other Indications

DULOXETINE (compare to Cymba@)) Capsule

FDA maximum recommended dose = 120 g/day FDA maximum recommended dose = 120 mg(tyD

(MDD and GAD)60 mg/day all others
Quantity limit = 2 capsules/day

XR®)

Cymbalta@ (duloxetine) Capsule

and GAD)60 mg/day all others

Quantity limit = 2 capsules/day
VENLAFAXINE ER capsule (compare to Effexa Desvenlafax ER (desvenlafaxine fumarate SR 24hr)

Tablet

FDA maximum recommended dose = 400 mg/day,

FDA maximum recommended dose225 mg/day, Quantity limit = 1 tablet/day (50 mg tablet only)

Quantity limit = 1 capsule/day (37.5 mg & 75 mg)

Desvenlafaxine ER (desvenlafaxine base SR)
FDA maximum recommended dose = 400 mg/day,

Criteria for approval of ALL non -preferred drugs: The patient has been starte
and stabilized on the requested medication. (Note: samples are not consic
adequate justification for stabilizati.) OR The patient meets additional
criteria as outlined below.

Venlafaxine IR: The patient has had a documented side effect, allergy, or
inadequate response to at least 2 different antidepressants.

Venlafaxine ER tablet (generic), Effexor XR Capsule (band): The patient has
had a documented intolerance to generic venlafaxine ER caps.

Fetzima, Pristiq: The diagnosis or indication is Major Depressive Disorder
(MDD) AND The patient has had a documented side effect, allergy, or
inadequate response to at te3hree) different antidepressants, one of whic
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Quantity limit = 1 tablet/day (50 mg tablet only)

Effexar XR® (venlafaxine XR) capsule
FDA maximum recommended dose = 225 mg/day,
Quantity imit = 1 capsule/day (37.5 mg & 75 mg)

Fetzim® (levomilnacipran ER) capsule
FDA maximum recommended dose = 120 mg/day
Quantity limit = 1 capsule/day

Fetzim® (levomilnacipran ER) capsule titration pack
(QL =1 pack per lifetime)

FDA maximum recommended dose = 120 mg/day
KhedezI® (desvenlafaxine base SR)

FDA maximum recommended dose = 400 mg/day,
Quantity limit = 1 tablet/day (50 mg tablet only)

Pristiq® (desvenlafaxine succinate SR)
FDA maximum recommended dose = 400 mg/day,
Quantity limit = 1 tablet/day (50 mg tablet only)

Venlafaxine EF tablet

FDA maximum recommended dose = 225 mg/day,
Quantity limit = 1 tablet/day (37.5 mg & 75 mg)
venef axine | R A

FDA maximum recommended dose = 225 mg/day

must be Venlafaxine ER capsule.

Desvenlafaxine ER, KhedezlaThe patient has had a documented side effect,
allergy, or inadequate response to at least 2 different antidepressants, ont
which must be veafaxine ER capsule AND The patient has had a docume
intolerance with Pristiq.

Cymbalta: There must be a clinically compelling reason why the dosing need
cannot be accomplished with generic duloxetine.

Note: After a 4month lapse in use of a ngmefered agent for a mental heall
indication, or if there is a change in therapy, a lookback through cl
information will identify the need to rimitiate therapy following the PDL ani
clinical criteria.

SSRIsi Length of Authorization: Duration of Need for Mental Health Indications, 1 Year for Other Indications

CITALOPRAM (compare to Celex3
FDA maximum recommended dose = 40 mg/day

ESCITALOPRAM (compare to Lexapf) TABLETS
FDA maximum recommended dose = 20mg/day
QL = 1.5 tabs/ day (5mg & 10mg &b

FLUOXETINE
SOLUTION
FDA maximum recommended dose = 80 mg/day

(compare to Proz&8 CAPSULES,

FLUVOXAMINE (formerly Luvox)
FDA maximum recommended dose = 300 mg/day

PAROXETINE table{compare to Paxi)
FDA maximum recommended dose = 60 mg/day

SERTRALINE (compare to Zoloft)
FDA maximum recommended dose = 200 mg/day,
Quantity limit = 1.5 tabs/day (25 mg & 50 mg tabs)

Brisdelle® (paroxetine)

Quantity Limit = 1 capsule/day

Celex®* (citalopram)

FDA maximum recommended dose = 40 mg/day

escitalopransolution (compare to Lexap@osolution)
FDA maximum recommended dose = 20 mg/day,

FluoxetingDTablets
FDA maximum recommended dose = 80 mg/day

fluoxetine90 mg (compare to Prozac Wee@ly
FDA maximum recommended dose = 90 mg/week

Lexap'o® (escitalopram)

FDA maximum recommended dose = 20 mg/day,
Quantity imit = 1.5 tabs/day (5 mg & 10 mg tabs)
fluvoxamine CR(compare to Luvox C@)

FDA maximum recommended dose = 300 mg/day,
Quantity limit = 2 capsules/day

paroxetine suspensigoompare to Pax® susp)
FDA maximum recommended dose = 60 mg/day

Celexa, fluvoxamine CR, Lexapro, Paxil tablet, Pexva, Paroxetine CR, Paxil
CR, Prozac, Saafem, Zoloft: The patient had a documented side effect,
allergy, or treatment failure with 2 preferred SSRIs. One trial must be the
generic formulation or IR formulation if CR formulation requested.

Brisdelle: The indication for use is moderate to seveasomotor symptoms
(VMS) associated with menopause. AND The patient has tried and failed
generic paroxetine.

Paroxetine suspension, Paxil suspension, Escitalopram solution, Lexapro
solution: The patient has a requirement for an oral liquid dosage foND. A
The patient had a documented side effect, allergy, or treatment failure witt
preferred SSRIs. If the request is for the brand product, the patient also he
documented intolerance to the generic equivalent.

Fluoxetine tablet: Prescriber must provideclinically compelling reason why th
patient is unable to use capsules

Fluoxetine 90mg: The patient has been started and stabilized on the requestt
medication. (Note: samples are not considered adequate justification for
stabilization.) OR The patiefailed and is not a candidate for

daily fluoxetine. AND The prescriber provides clinically compelling rationale
for onceweekly dosing.

Note: After a 4month lapse in use of a nqmeferred agent for a mental health
indication, or if there is ahange in therapy, a lookback through claims
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information will identify the need to fimitiate therapy following the PDL and

Paroxetine CRcompare to Paxil C@) clinical criteria

FDA maximum recommended dose = 75 mg/day

Paxil® (paroxetine) FDA maximum recommended dos
=60 mg/day

Paxif® suspension (paroxetine)

FDA maximunrecommended dose = 60 mg/day

Paxil CR? (paroxetine CR)

FDA maximum recommended dose = 75 mg/day

Pexev® (paroxetine)

FDA maximum recommended dose = 60 mg/day

Proza®+ (fluoxetine)

FDA maximum recommended dose = 80 mg/day

Sarafer® (fluoxetine pmddl

FDA maximum recommended dose = 80 mg/day

Zoloft®x (sertraline)

FDA maximum recommended dose = 200 mg/day,

Quantity limit = 1.5 tabs/day (25 mg & 50 mg tabs)

TRICYCLICS i Length of Authorization: Duration of Need for Mental Health Information, 1 Year for Other Indicati ons

AMITRIPTYLINE Anafrani®* (clomipramine) Criteria for approval of ALL non -preferred drugs: patient has been started

FDA maximum recommended dose = 300 mg/ Imipramine Pamoateapsules and stabilized on the requested medication. (Note: samples are not consic

AMOXAPINE Desipramingcompare to Norpramin®) adequate jusiiation for stabilization.) OR the patient meets additional crite
. as outlined below.

CLOMIPRAMINE (compare to Anafranil®) Norpramir®* (desipramine) Imipramine Pamoate: The patient has had a documented side ffect, allergy, «

DOXEPIN (formerly Sinequa@) Pamelox (nortriptyline) treatment failure to 3 preferred TCAs, one of which must be imipramine

tablets.

Desipramine: The patient has had a documented side effect, allergy, or treatn
failure to nortriptyline.

Tofranif®* (imipramine) All other non-preferred agents: The patient has had a documented side effect

FDA maximum recommended dose = 300 mg/day allergy, or treatment failure to 2 or more preferred TCAs. One trial must be
AB rated generic formulation if available

Limitation: Chlordiazepoxide/amitriptyline and amitriptyline/perphenazine
combinations are not covered. Generic agents may be prescribed separa

IMIPRAMINE (compare to Tofranil®)

FDA maximum recommended dose = 300 mg/
NORTRIPTYLINE (compare t®?amelor®)
NORTRIPTYLINE Oral Solution
PROTRIPTYLINE

Surmonti® (trimipramine)
Trimipramine (compart® SurmontiP)

ANTI-DIABETICS
ALPHA -GLUCOSIDASE INHIBITORS

ACARBOSE (compae to Precos®) Precos®* (acarbose) Precose:patient must have a documented intolerance to generic acarbose
GLYSET® (miglitol)
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BIGUANIDES & COMBINATIONS
SINGLE AGENT

METFORMIN (compare to Glucopha§e Fortame® metformin ER Osmotic)
METFORMIN XR (compare to Glucophage 3 Glucophag® (metformin)
COMBINATION Glucophage Xf@ (metformin XR)

GLIPIZIDE/METFORMIN (compare to MetaglfB) Glumetz§> (metformin ER)
GLYBURIDE/METFORMIN (compare to

Glucovanc@)

DIPEPTIDYL PEPTIDASE (DPP -4) INHIBITORS

Metformin ER Osmoti¢compare to Fmame@)

Glucovanc®+ (glyburide/metformin)
Riome® (metformin oral solution)

PREFERRED AFTER CLINICAL CRITERIA NON-PREFERREDAFTER CLINICAL CRITERIA
ARE MET ARE MET

SINGLE AGENT Nesin& (alogliptin) (Quantity limit=1 tablet/day)

JANUVIA® (sitagliptin) (Quantity Limit =1 Onglyz;@ (saxagliptin(Quantity limit=1 tablet/day)
tablet/day)

Jentadueto XR (linagliptan/metformin E@uantity limit

Kombiglyze XK® (saxagliptin/metformin ERYQuantity

TRADJIENTA® (inagliptin) (Quantity limit=1 = 1 tabiday)
tab/day) Kazan® (alogliptin/metformin)(Quantity limit=2
tabs/day)
COMBINATION limit=1 tab/day)
JANUMET® (sitagliptin/metformin) (Quantity Limit
= 2 tablets/day) osen® (alogliptin/pioditazone)(Quantity limit=1
JANUMET XR® (sitagliptin/metformin ER) tab/day)

(Qty limit=1 tab/day of 50/500 mg or 100/2000 mg c
2 tabs/day of 50/1000 mg)

JENTADUETC® (linagliptin/metformin)(Quantity
limit=2 tabs/day)

INSULINS

RAPID -ACTING INJECTABLE Admelod® (insulin I_ispro_)

HUMALOG® (insulin lispio) Afrezzg)@ Inhaledinsulin human)
©® Apidra™ (insulin glulisine)

NOVOLOG™ (Aspart) Fiasg® (insulin aspart)

SHORT-ACTING INJECTABLE
HUMULIN R® (Regular)

Fortamet, Glucophage XR, Glumetza, Metformin ER osmoticpatient has had
a documented intolerance to generic metformin XR (if product has an AB |
generic, there must habeen a trial of the generic)

Glucophage, Glucovancepatient has had a documented side effect, allergy O
treatment failure with at least one preferred biguanide OR biguanide
combination product (if a product has an AB raged generic, the trialbeube
generic)

Riomet: prescriber provides documentation of medical necessity for the speci
dosage form (i.e. inability to swallow tablets, dysphagia)

Januvia, Tradjenta: patient has had a documented side effect, allergy,
contraindication OR treatment failure with metformin

Nesina,Onglyza: patient has had a documented side effect, allergy,
contraindication OR treatemt failure with metformin AND patient has had a
documented side effect, allergy OR treatment failuith at least one preferre:
DPP-4 agent.

Janumet, Janumet XR: patient has had an inadequate response with Januvia
Metformin/Metformin XR monotherapy ORatient has been started and
stabilized on Januvia and Metfornihetformin XR combination therapy.

Kazano, Kombiglyze XR: patient has had a documented side effect, allergy O
treatment failure with at least one preferreePBt combination agent.

Jentadueb XR: patient is unable to take Tradjenta in combination with
Metformin XR as the individual separate agents.

Jentadueto: patient has had an inadequate response with Tradjenta OR Metft
monotherapy OR patient has been started and stabilized on Traafjeinta
Metformin combination therapy

Oseni: patient is unable to take Nesina and Actos (pioglitazone) as the indivic
separate agents (after meeting clinical criteria for each individual agent)

Admelog, Fiasp:Both Humalog and Novolog must be on a ldegn backorder
and unaviable from the manufacturer.

Apidra: patient has had a documented side effect, allergy OR treatment failul
Novolog or Humalog

TOUJEOQO: Diagnosis of diabetes mellit¥ND Prescription is initiatech
consultation withan EndocrinologisAND Thepatiert is currently on insulin
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NOVOLIN R® (Regular)
INTERMEDIATE -ACTING INJECTABLE

HUMULIN N® (NPH)
NOVOLIN N® (NPH)

LONG-ACTING ANALOGS INJECTABLE
LANTUS® (insulin glargine)
LEVEMIR® (insulin detemir)

MIXED INSULINS INJECTABLE
HUMULIN 70/30® (NPH/Regular)
NOVOLIN 70/30¢® (NPH/Regular)

NOVOLOG MIX 70/3¢® (Protamine/Aspart)
HUMALOG MIX 50/50® (Protamine/Lispro)
HUMALOG MIX 75/25® (Protamine/Lispro)

MEGLITINIDES
Single Agent

NATEGLINIDE (compare to Starlf¥)
REPAGLINIDE (compate to Prandf)

Toujed® (insulin glargine)
Tresib& Flextouch(insulin degludec)
Basaglar® (insulin glaine)

Prandi® (replaglinide)
Starlix® (nateglinide)

glargine U10Gand cannot achieve glycemic control (defined as hemoglobir
Alc O 7%) because dose increases
manipulating dosing time or splitting the das®l the volume at the injection
site for each dose exceeds 1hte: Pharmay claims will be evaluated to
assess compliance with insulin glargine U100 therapy prior to Toujeo app!
Initial approval will be granted for 6 months. Foraeproval after 6 months,
the patient must have a documented improvement in hemoglobiof&Lc
0.5%.

TRESIBA FLEXTOUCH: Diagnosis of diabetes mellitus AND prescription is

initiated in consultation with an Endocrinologist AND the patient must have
documented treatment failure with BOTH prefertauig-actingagentsAND
For approval of U200, the pant must currentlypeon Tresiba U100 and
cannot achieve glycemic control (
attempts as manigating dosing time or splitting the dose and thkimne at
the injection site for each dose exceeds Nute: Initial approval will be
granted for 6 months. For-epproval after 6 months, the patient must have
documented i mprovement in hemoglo

BASAGLAR : Diagnosis of diabetes mellitus AND prescription is initiated in

consultation with an Endocrinologi8ND the patient cannot achieve glycem
control (defined as hemoglobin ALk %] despite a Fear trial d Lantus.
Note: Pharmacy claims will be evaluated to assess compliance with Lantu
therapy prior to Basaglar approvaiitial approval will be grantetbr 6
months. For rapproval after 6 months, the patient must have a documentt
i mprovement in hemoglobin Alc of

AFREZZA INHALED INSULIN:

1 Baseline PFT with FEV1 O 70 %

1 Patient does not have underlying lung disease (Asthma, COPD)

1 Patien is a norsmoker or has stopped smoking more than six month

prior to starting Afrezza

Patient is currently using a loragting insulin

Patient has failed to achieve

acting insulin in combination with a lorartinginsulin

1 Initial approval is for 3 months and improved glycemic control must |
documented for further approvals

= =-

Prandin,Starlix: patient has had a documented intolerance to geeguivalent.

Repaglinide/metformin: patient is unable to take repaglinide and metformin a:

the individual separate agsn
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COMBINATION
All products require PA

PEPTIDE HORMONES

Preferred Agents After Clinical Criteria Are Met
GLP-1 Receptor Agonists

Single Agents

BYDUREON® (exenatide extendeaglease)
QL =12 vials/84 days

BYETTA® (exenatide)
(QL =3 pen/® days)
vicTozA® (liraglutide)
QL=9 pens/9 days
COMBINATION AGENTS
All products require PA

Amylinomimetics
All products require PA

Repaglinide/metformin

Adlyxin® (lixisenatide)
BydureonE BCiseE -réleasepnat
QL =4 pens/28 days
Ozempic® (semaglutide)
Trulicity® (dulaglutide)
Soliqu#® (insulin ghrgine/lixisenatide)
QL = 3 pens/25 days
Symiin® (pramlintide)
No Quantity Limiapplies
Xultophy?® (insulin degludec/liraigitide)

SODIUM-GLUCOSE CO-TRANSPORTER 2 (SGLT2) INHIBITORS AND COMBINATIONS

Preferred After Clinical Criteria Are Met

FARXIGA® (dapaglifiozin)
(Quantity limit = 1 tablet/day)
INVOKANA ® (canagliflozin)

(Quantity limit = 1 tablet/day)
JARDIANCE (empagliflozin)
(Quantity limit = 1 tablet/day)

Glyxambi® (empagliflozin/ linagliptinQuantity limit
=1 tablet/day)
Invokamet (canagliflozin/metformin)
(Quantity limit = 1 tablet/day)
Invokame? XR (canagliflozin/metformin ER)
Qtem® (dajagliflozin/saxagliptin)
Segluromet® (ertugliflozin/metformin)
(Quantity Limit = 2 tablets/day)
Steglatro® (ertugliflozin)
(Quantity limit = 1 tablet/day)
Steglujan® (ertugliflozin/sitagliptin)
(Quantity limit = 1 tablet/day)
Synjardy?’ (empagliflozin/metfomin)
(Quantity Limit = 2 tablets/day)
Synjardy XR (empagliflozin/metformirER)
(Quantity Limit = 1 tableday)
Xigduo XR® (dapagliflozin & metformin ER)
(Quantity limit 5/1000mg = 2/day)
(Quantity limit All Other Strengths = 1/day)

Bydureon/Byetta/Victoza: patient has a diagnosis of type 2 diabetes. AND
patient is at least 18 years of age. Aplatient has had a documented side
effect, allergy, contraindication or treatment failure with metformin.

Adlyxin/ Bydureon BCiseOzempic/Trulicity: patient has a diagnosis of type 2
diabetes AND patient is at least 18 years of age AND patient has had a
documented side effect, allergy, contraindication or treatment failure with
metforminAND patient has a documented side effect, allergy, contraindica
or treatment failure witlat leasonepreferred GLP1 Receptor Agonistor
approval of Bydureon BCiseone failure must bBydureon.

Soliqua/Xultophy: patient has a diagnosis of type 2 diabetes AND patient is a
least 18 years of age AND patient has had a documented side effect, aller
contraindication or treatment failure with metformin AND patientruzt
achieve glycemic control (defined
GLP-1 receptor agonistsed in combination withantusor Levemir.

Symlin: patient has a diagnosis of diabetes mellitus. AND patient is at least 1
years of age. AND patierg on insulin.

All Agents: Patient is 18 years of age or older AND patient has a diagnosis of
2 diabetes mellitus and has had an inadequate response to diet and exercise
AND patient has had a documented side effect, allergy, contraindication OR
treatment failure wittmetformin.
Steglatro additional criteria: Patient has a documented side effect, allergy, or
contraindication tdawo preferred SGLT2 inhibitors.
Invokamet/Invokamet XR/SeglurometSynjardy/ Synjardy XR/ Xigduo XR®
additional criteria: The patient has documetion of a failure of therapy with
preferred SGLT2 inhibitonsed incombination with metformin/metformin XR
Glyxambi/Qtern/Steglujan additional criteria: Thepatient has documentation
of a failure of therapy with the combinationaybreferred SGI2 inhibitor
plus a preferred DRR inhibitor
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SULFONYLUREAS 2P GENERATION

®
GLIMEPIRIDE (compare to Amaryl)

GLIPIZIDE (compare to Glucotr@)
GLIPIZIDE ER (compare to Glucotrol XL®)
GLYBURIDE

GLYBURIDE MICRONIZED
THIAZOLIDINEDIONES & COMBINATIONS

Preferred After Clinical Criteria Are Met
SINGLE AGENT

PIOGLITAZONE (compare to Actd®)

COMBINATION
PIOGLITAZONE/GLIMEPIRIDE(compare to

puetac®)  (Quantity Limit = 1 tablet/day)
PIOGLITAZONE/METFORMIN (Compare to

Actoplus Me@)

Amaryl®* (glimepiride)
Glucotrof®* (glipizide)

Glucotrol XL®* (glipizide ER)
Glynas@ (glyburide micronized)

Actos® (pioglitazone)
Avandid® (rosiglitazone)

Actoplus Me@ (pioglitazone/metformin)
Actoplus Met XR (pioglitazone/metformin ER)
DuetacP (pioglitazone/glimepiride)

(Quantity Limit = 1 tablet/day

ANTI-EMETICS

Patient must have a documented side effect, allergy or treatment failure to tw
preferred sulfonureas. If a product has an AB rated generic, one trial mus
the generic.

Actos (piaglitazone), Actoplus Met, Duetact, Pioglitazone/MetforminPatient
has been started and stabilized on the requested medication OR patient h
a documented side effect, allergy, contraindication OR treatment failure w
metformin AND if the request fr brand Actos Met or Duetact, patient has
documented intolerance to the generic product.

Actoplus Met XR: patient has been started AND stabilized on the requested
medication OR patient has had a documented treatment failure with genel
Metformin XR OR patient has had a documented treatment failure OR has
unable to be adherent to a twice daily dosing schedule of Actoplus Met
resulting in a significant clinical impact.

Avandia: patient has been started and stabilized on the requested medécatio
appears to be benefiting from it and the patient acknowledges that they
understand the risks OR patient is unable to achieve glycemic control usir
other medications (including a documented side effect, allergy,
contraindication or treatment failuvgth metformin).

5HT3 ANTAGONISTS: Length of Authorization: 6 months for chemotherapy or radiotherapy; 3 months for hyperemesis gravadarum, 1 time for prevention of post-op
nausea/vomiting: see clinical criteria. Monthly quantity limits apply, PA required to exceed.

ONDANSETRONInjection (vial and premix)
ONDANSETRONAt abl et

Quantity Limit= 3 tabs/day, maximum of 30 days

fill
ONDANSETRONODT

Quantity Limit= 3 tabs/day, maximum of 30 days

fill

Akynzed® (nutupitant/pinosetron)

Anzeme@"D (dolansetron) 50 mg (4 tabs/28 days)
Anzeme@"D (dolansetron) 100 mg (2 tabs/28 days)

Granisetrorl mg (6 tabs/28 days)
Granisetrorinjectable

Ondansetrorigeneric) Oral Solution 4 mg/5 ml

sancus® 3.1 mg/24 hrs Transdermal Patch

(granisetron) (Qty Limit = patcled28 days)

SustoP (granisetron) injection 10mg/0.4ml
QL = 4 injections per 28 days

Akynzeo: Has a diagnosis of nausea and vomiting associated with cancer
chemotherapyAND patient has a documented side effect, allergy, or treatm
failure of a regimen consisting of aHbI'3 antagonist, an NK1 antagonist, anc
dexamethasone

Anzemet Granisetron: has a diagnosis of nausea and vomiting associated wi
cancer chemotherapy. ANpatient has had a documented side effect, allerc
or treatment failure to generic ondansetron.

Zofran: patient must have a documented intolerance to the corresponding ge
ondansetron product (tablets, orally disintegrating tablets (ODT), ordicsolu
or injection). If the request is for oral solution, the patient must be unable
use ondansetron ODT or ondansetron tablets.
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MISCELLANEOUS (PREGNANCY)

NK1 ANTAGONISTS
Preferred After Clinical Criteria Are Met

Zofrar®* (ondansetron) Injection Ondansetron Oral Sol: patient is unable to use ondansetron ODT or ondanse
tablets.

Zofrar®™ (ondansetron) Oral Tablets and ODT 4 mg ( Sancuso:patient has a diagnosis adunsea and vomiting associated with cancer

tabs/28 days), chemotherapy. AND prescriber provides documentation of medical necess

8 mg (6 tabs/28 days) for the transdermal formulation. OR patient has had a documented side ¢
Zofran® (ondansetron) Oral Solution 4 mg/5 ml allergy or treatment failure with generic ondansetron.

Susbl: Patient has a diagnosis of nausea and vomiting associated with cance
chemotherapy or radiotherapy AND prescriber provides documentation of
medical necessity for the specialty dosage form (i.e. inability to swallow
tablets, dysphagia) AND the patiergisha documented side effect, allergy, or
treatment failure wittOndansetron injection and Sancuso transdermal.

Zuplenz: patient has a diagnosis of nausea and vomiting associated with can
chemotherapy or radiotherapy. AND prescriber provides documentztio
medical necessity for the specialty dosage form (i.e. inability to swallow
tablets, dysphagia) AND a clinical rationale as to why ondansetron ODT is
a suitable option for the patient.

CRITERIA FOR APPROVAL (to exceed guantity limit):

Zuplenz: For nausea and vomiting associated with chemotherapy or radiation
therapy, 3 tablets for each day of chemotherapy/radiation and 3 tablets fol
day for 2 days after

completion of chemotherapy/radiation may be approved.

Anzemet: For nausea and vomitirassociated with chemotherapy, 1 tablet for
each day of chemotherapy and 1 tablet for 2 days after completion of
chemotherapy may be approved.

Granisetron: For nausea and vomiting associated with chemotherapy, 2 tabl
for each day of chemotherapy ahthblets for 2 days after completion of
chemotherapy may be approved. OR For nausea and vomiting associate
radiation therapy, 2 tablets for each day of radiation may be approved.

Sancuso: For nausea and vomiting associated with chemotheramtch for
each chemotherapy cycle may be approved.

Limitations: Aloxi and Anzemet injection are not considered outpatient
medications and are not covered in the pharmacy benefit.

Zuplenga> (ondansetron) Oral Soluble Film
(Quantity Limit =12 films/28 days (4 mg), 6 films/28
days (8 mg))

Bonjesta® (20mg doxylamine succinate and 20mg Bonjesta: Patient has a diagnosis of nausea and vomiting of pregnancy AND Pa

pyridoxine hydrochloride ER tablet) has tried anthad an inadequate response to conservative management (i.e. ¢
(QL= 2 tablets/day) in dietary habits, ginger, or acupressure), generic doxylamine and generic
Diclegis® (10 mg doxylamine succinate and 10 mg pyridoxine (Vitamin B6) used in combination, ondansetron, and Diclegis.

pyridoxine hydrochloride) DR tablet Diclegis: Patient has a diagnosis of naasand vomiting of pregnancy AND
(QL= 4 tablets/day) Patient has tried and had an inadequate response to conservative manag

(i.e. change in dietaryabits, ginger, or acupressu)D Patient has tried anc
had an inadequate response to generic doxylamine and genetioxiyei
(Vitamin B6) AND Patient has tried and had an inadequate response to
generic ondansetron.

Cinvanti: medication will be prescribed by an oncology practitioner. AND patient
Aprepitant (compare to Emendi®0 mg (1 cap/28 days) requires prevention of nausea and vomiting associated witenatedo highly
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EMEND® (aprepitant) 40 mg (1 cap/28 days)
EMEND® (aprepitant) 80 mg (2 caps/28 days)
EMEND® (aprepitant) 125 mg (1 cap/28 days)
EMEND® (aprepitant) Trfold Pack (1 pack/28 days)

THC DERIVATIVES
All products require PA

Aprepitant (compare to Emend®) 80 mg (2 caps/28 de
Aprepitant (compare to Emend®) 125 mg (1 cap/28 de

Cinvanti® (aprepitant)
Emend® (aprepitant) oral suspension
VarubP (rolapitant)Quantity Limit = 4 tabs/ 28 days

Dronabinol(compare to Marin@)
Marinof® (dronabinol)

Cesamé& (nabilone)
SyndrosE

(dronabinol)

or

emetogenic cancer chemotherapy. AND The requested quantity does not ex
dose (130mg, 18ml) per course of chemotherapy. Kiterantiwill be approved
as amedical benefit ONLY and will NOT be approved if billed through pharm
pointof sale.

Aprepitant, Emend (aprepitant) 80 mg, 125 mg, and TrFold pack:
medication will be prescribed by an oncology practitioner. AND patient
requires prevention of nausea and vomiting associated with moderate to
emetogenic cancer chemotherapiA The requested quantity does not
exceed one 125 mg and two 80 mg capsules OR o#feldiPack per course
of chemotherapy. Patients with multiple courses of chemotherapy per 28
will be approved quantities sufficient for the number of courses of
chamotherapyFor approval of generic aprepitant, the patient must have a
documented intolerance to brand Emend.

Emend 40mg:patient requires prevention of postoperative nausea and vomitil
AND The requested quantity does not exceed one 40 mg capsulegesy sar
course of anesthesia. Patients with multiple surgeries or courses of anest
in a 28day period will be approved quantities sufficient for the number of
surgeries or courses of anesthesia.

Emend oral suspensionmedication will be prescribed lan oncology practitioner

AND patient requires prevention of nausea and vomiting associated with moder.

highly emetogenic cancer chemother&iD patient has a documented medical

necessity for the specialty dosage form (e.g. swallowing disorder)

Varubi: Medication will be prescribed by an oncology practitioner AND patien
requires prevention of nausea and vomiting associated with moderate to F
emetogenic cancer chemotherapy AND the requested quantity does not e
4 tablets per 28 days AND thafent has had a documented side effect,
allergy, or treatment failure with Eme®hd

Pharmacology: Marinol® is a schedule Il cannabinoid agent containing the st
active ingredient, tetrahydrocannabinol, as marijuana. While its exact
mechanism of action is unknown, it is speculated to inhibit medullary activ
as well as suppress prostaglandin and endorglinthesis. Cesamet® is a
schedule Il synthetic cannabinoid that acts by activating the endocannabir
receptors, CB1 and CB2, which are involved in nausea/vomiting regulatior
Both Marinol® and Cesamet® are FEspproved for use in chemotherapy
associatd nausea and vomiting refractory to conventional antiemetics. In
addition, Marinol® is indicated for patients withV/AIDS-related anorexia ol
wasting syndrome.

Dronabinol/Marinol: patient has a diagnosis of chemotheramjuced
nausea/vomiting AND patig has had a documented side effect, allergy, or
treatment failure to at least 2 antiemetic agents, of which, one must be a
preferred 5HT3 receptor antagonist. If the request is for Marinol, the patie
must additionally have a documented intoleranceeteegic dronabinol. OR
patient has a diagnosis dfV/ AIDS associated anorexia. AND patient has h
aninadequate response, adverse reaction, or contraindication to megestrc
acetate. If the request is for Marinol, the patient must additionally have a
doaumented intolerance to generic dronabinol.
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ACE INHIB ITORS

BENAZEPRIL (compare to Lotensi)
ENALAPRIL (compare to VasotS)

EPANED® (enalapril) oral solution (age < 12 years

old)
FOSINOPRIL

LISINOPRIL (compare to Zestril®, Prini\ﬁ)

QUINAPRIL (compare to Accup@)

RAMIPRIL (compare to Altac®)
TRANDOLAPRIL

ACE INHIBITOR W/ HYDROCHLOROTHIAZIDE

BENAZEPRIL/HYDROCHLOROTHIAZIDE

(compare to LotensthCT®)

CAPTOPRIL/HYDROCHL@ROTHIAZIDE
ENALAPRIL/HYDROCHLOROTHIAZIDE

(compare to Vaseref%

FOSINOPRIL/HYDROCHLOROTHIAZIDE
LISINOPRIL/HYDROCHLOROTHIAZIDE

(compare to Zestoref%

MOEXIPRIL/HYDROCHLOROTHIAZIDE
QUINAPRIL/HYDROCHLOROTHIAZIDE

(compare to Accuret@)

Syndros: patient must meet criteria as listed above for dronabinol AND patien
has a requirement for an oral liquid dosage form (i.e. swallowing disorder,
inability to take oral medications)

Cesamet:patient has diagnosis of chemotherapiyduced nausea/vomiting AND
patient has had a documented side effect, allergy, or treatment failure to a
2 antiemetic agents, of which, one must be a preferred 5HT3 receptor
antagonist.

ANTI-HYPERTENSIVES

Accupril® (quinapril)
Altace® (Ramipril)
Captopril

Epaneﬂ'D (enalapril) oral solution (age12 years old)

Lotensit® (benazepril)

perindopril

Moexepril

Prinivil® (lisinopril)

Qbreli€® (Lisinopril) 1mg/ml solution
vasote® (enalapril)

Zestri® (lisinopril)

Accureti®+ (quinapri/HCTZ)
Lotensin HC'@* (benazeprillHCTZ)
Vasereti®* (enalaprilHCTZ)
Zestoreti®* (lisinopri’HCTZ)

ACE INHIBITOR W/CALCIUM CHANNEL BLOCKER

AMLODIPINE/BENAZEPRIL (compare to Lotr@)

Lotrel®= amlodipine/(benazepril)
Prestalia® (perindopril/amlodipine)

Epaned Oral Solution (Patients > 12 years oldpatient has a requirement for g
oral liquid dosage form (i.e. swallowing disorder, inability to take oral
medications).

Qbrelis Oral Solution: patient has a requirement for an oiguid dosage form (i.e.
swallowing disorder, inability to take oral medications) AND has a side effect
allergy, or treatment failure to Epaned oral solution.

Other ACE Inhibitors: patient has had a documented side effect, allergy, or
treatment failure tall available preferred generic ACEI. If a medication has
an AB rated generic, there must have been a trial of the generic formulatic

ACE Inhibitor/Hydrochlorothiazide combinations: patient has had a
documented side effect, allergy, or treatment failure to all available mefer
generic ACEI/Hydrochlorothiazide combination. If a medication has an AB
rated generic, there must have been a trial of the generic formulation.

Lotrel: The patient has had a documented side effect, allergy, or treatment fi
to the generic formulation.
Prestalia, Tarka, Trandolapril /Verapamil ER: The patient has had a
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ANGIOTENSIN RECEPTOR BLOCKERS (ARBS)
IRBESARTAN (compare to Avapl@)
LOSARTAN (compare to Coza@o

MICARDIS® (telmisartan)
OLMESARTAN (compare to Benic8y

VALSARTAN (compare to Diova@)

ANGIOTENSIN RECEPTOR BLOCKER/DIURETIC COMBI

IRBESARTAN/HYDROCHLOROTHIAZIDE

(compare to Avalid@)
LOSARTAN/HYDROCHLOROTHIAZIDE

(compare to Hyza@j
VALSARTAN/HYDROCHLOROTHIAZIDE

(compare to Diovah-ICT®)

Trandolapril/\VerapamiER(compare toTarka@)

Tarka® (trandolopril/verapamil)

Avapro® (irbesartan)
Benicaf (olmesartan)
candesartan

Cozaaf (losartan)
Diovarf® (valsartan)

EdarbP (azilsartan) Tablet
(Qty Limit = 1 tablet/day)
Eprosartan

Telmisartanicompare to Micard@)
NATIONS

Avalide® (irbesartan/hydrochlorothiazide)
Benicar HCP (olmesartafinydrochlorothiazide)
candesartan/hydrochlorothiazide

Diovan HCT® (valsartan/hydrochlorothiazide)

EdarbycloﬁE (azilsartan/chlorthalidone) Tablet
(Qty Limit =1 tablet/day)

Micardis HCT® (telmisartan/hydrochlorothiazide)

Hyzaa@ (losartan/hydrdalorothiazide)
Telmisartan/hydrochlorothiazidécompare to Micardis

HCT®)

ANGIOTENSIN RECEPTOR BLOCKER/CALCIUM CHANNEL BLOCK COMBINATIONS

VALSARTAN/AMLODIPINE (compare to
Exforge®)(QL= ltab/day)

Azor®(olmesartan/am lodipingQL = 1 tablet/day)

amlodipine/telmisartacompare to Twyns@\)
(QL =1 tablet/day)

Exforge® (valsartan/amlodiping)QL = 1 tab/day)
Olmesartan/amlodipine (compaeAzoi®)

Twynste@ (amlodipine/telmisartar(QL = 1 tablet/day)

ANGIOTENSIN RECEPTOR BLOCKER/CALCIUM CHANNEL BLOCKER/HCTZ COMBO

Valsartan/Amlodipine/HCTZcompare to Exforge
HCT®)

Exforge HCT®
(amlodipine/valsartan/hydrochlorothiazide)

documented side effect, allergy, or treatment failure to amlodipine/benaze
AND the patient is unable to take as the individual separate agents.

Avapro, Benicar, Candesartan, Cozaar, Diovan,Edarbi, Eprosartan, and
Telmisartan: Patient has had a documented side effect, allergy, or traatm:
failure with TWO a preferred Angiotensin Receptor Blocker (ARB) or ARB
combinatiors. AND If brand name product with generic available, the patier
has had a documented intolerance with the generic product.

Avalide, Benicar HCT, candesartan/HCTZ, Diovan HCT, Edarbyclor,
Hyzaar, Micardis HCT and Telmisartan/HCTZ: patient has had a
documented side effect, allergy, or treatmertifaiwith a preferred
ARB/Hydrochlorothiazideombination AND If brand name product with
generic available, the patient has had a documented intolerance with the
generic product.

Azor, Amlodipine/Telmisartan, Exforge, Olmesartan/amolodipine,
Olmesartan/amlodipine/HCTZ and Twynsta: The patient has had a
documented side effect, allergy, or treatment failuréasatan/amlodipine.

Exforge HCT, Tribenzor: patient has had a documented side effect, allergy, ¢
treatment failure to Valsartan/amlodipine/HCTZ.
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(QL = 1tablet/day) (QL =1 tablet/day)

Tribenzo®

(amlodipine/olmesartan/hydrochlorothiazide)

(QL =1 tablet/day)

ANGIOTENSIN RECEPTOR BLOCKER/MISCELLANEOUS COMBINATIONS

Preferred Agent After Clinical Criteria Is Met Byvalsor? (Nebivolol/Valsartan)

ENTRESTC® (valsartan/sacubitril)
(QL = 2 tabs/day)

BETA BLOCKERS

SINGLE AGENT

ACEBUTOLOL Betapac@ (sotalol)
ATENOLOL (compare to Tenormif#) Betapace AP (sotalol)
BISOPROLOL FUMARATE Betaxolol
CARVEDILOL (compare to Coreg® Bystolic® (nebivolol)

LABETALOL (compare to Tramie®)

METOPROLOL TARTRATE(compare to CarvedilolCR (compare to Coré%)
Lopresso@) QL =1 tablet/day
METOPROLOL SUCCINATE XL(compare to Toprol CoreéE (carvedilol)
® .
XL=) Coreg CF@ (carvedilol CRYQL = 1 tablet/day
PINDOLOL ¥
PROPRANOLOL Corgard™ (nadolol)

Hemangec@ oral solution (propranolol)
PRCPRANOLOL ER (compare to Inderal 1) Inderal LA® (propranolol ER)

SOTALOL (compare to Betapa® Betapace AR) Inderal XL® (propranolol SR)
Innopran XL® (propranolol SR) .
Kapspargo SprinkleE
Lopresso@ (metoprolol tartrate)

Nadolol
Sorin&® (sotalol)

Tenormir® (atenolol)
Timolol

Toprol xL® (metoprolol succinate XL)

BETA-BLOCKER/DIURETIC COMBINATI _ON

(QL =1 tablet/day for 2.5 m& mg and 10 mg tablet
strengths, 2 tablets/day for 20 mg tab)

EntrestocAge O 18 years of age AND Diagl
Class I}V with reduced ejection fraction.

Byvalson: The patient must have a documented side effect, allergy, or treatment
failure to at least 3 preferred beta blockers and a preferrédusBd in
combination AND is unable to take Bystolic and valsartan as the individual
separate agents.

Non-preferred drugs (exceptas noted belowpatient has had a documented si
effect,allergy, or treatment failure to at least three preferred drugs. (If a
medication has an AB rated generic, one trial must be the generic formula

Carvedilol CR, Coreg CR: Indication: Heart Failurepatient has been started
and stabilized othe medtation.(Note: Samples are not considered adequa
justification for stabilization.) OR patient has had a documented side effec
allergy, or treatment failure to metoprolol SR or bisoprolol. AND patient ha
been unable to be compliant with or toleraté&e daily dosing of carvedilol
IR.

Indication; Hypertensionpatient has been started and stabilizethen
medication (Note: Samples are not considered adequate justification for
stabilization.) OR patient has had a documented side effect, alergy
treatment failure to 3(three) preferred amgpertensive bethlockers.

Hemangeol:indication for use ishe treatment of proliferating infantile
hemangioma

Kapspargo: patient is unable to take a solid oral dosage form and has a treatme
failure with an immediate release oral solution or crushed tablets.
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ATENOLOL/CHLORTHALIDONE (compare to

Tenoreti(@)
BISOPROLOL/HYDROCHLOROTHIAZIDE

(compare to Zia@)
METOPROLOL/HYDROCHLOROTHIAZIDE

CALCIUM CHANNEL BLOCKERS

SINGLE AGENT
Dihydropyridines

AMLODIPINE (compare to Norva&d)
FELODIPINE ER

NIFEDIPINE IR (compare to Procard®)

NIFEDIPINE SR osmoticlcompare to Procaro@o\
XL)

NIFEDIPINE SR (compare to Adalf CC )

Miscellaneous

CARTIA® XT (diltiazem SR, compare to
Cardizer? CD)

DILT-XR® (diltiazem SR)

DILTIAZEM (compare to Cardize@b
DILTIAZEM ER 24-hour capsulegcompare to

Tiazac®)
DILTIAZEM SR 24-hour capsule(compare to

Cardizen? CD)
DILTIAZEM SR 24-hourtablets

TAZTIA® XT (diltiazem ER, compare to
Tiazaé@)
VERAPAMIL (compare to Cala@)

VERAPAMIL CR (compare to Calan R
VERAPAMIL SR 120 mg, 180 mg 240 mg and
360 mg (compare to

Verelar@)
VERAPAMIL SR 100 mg, 200 mg, 300mg

(compare to Verelan P@/p

Note: Please refer to the Artlypertensives:

Corzide® (nadolol/bendroflumethiazide)

Nadolol/bendroflumethiazide (compare to Corzide®)

Propranolol/HCTZ
Tenoreti® (atenolol/chlorthalidone)
Zia® (bisoprolol/HCTZ)

Adalaf® CC (nifedipine SR)
Isradipine

Nicardipine

Nimodipine

NisoldipineER (compare to Sul@r)
Norvas® (amlodipine)

Nymalize® (nimodipine) Oral Solution

Procardi?( ifedipine IR)
Proc&rdia XL (nifedipine SR osmotic)
Sular” (nisoldipine)

calar® (verapamil)
cala® SR (verapamil CR)

Cardizer® (diltiazem)
cardiznf® CD (diltiazem SR)

Cardizen® LA (diltiazem SR)
Diltiazem ER 12hour capsules

Diltiazem ER/Matzin LA(compare to Cardizefh LA)

Tiaza®* (diltiazem ER)

Verelar?FD (verapamil SR 120 mg, 180 mg, 240 mg and

362{@19)
Verela” PM (100 mg, 200 mg and 36ag)

Criteria for approval (except as noted below:)patient has had a documented
side effect, allergy, or treatment failure to at least three preferred drugs. (Il
medication has an AB rated generic, one trial must be the generic formula

Nymalize: patient has been started and stabilized on the requested medicatic
(Note: samples are not considered adequate justification for stabilization.)
patient has a medical necessity for a specialty dosage form (i.e. dysphagii
swallowing disorder).
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Angiotensin Receptor Blockers (ARBs) PDL
category for ARB/CCB combination therapies

CENTRAL ALPHA AGONISTS

ORAL
Tablet
CLONDIDNE IR Tablets (compare to Catapr@s)s

GUANFACINE IR Tablets (compare to Terfé
METHYLDOPA Tablets

TRANSDERMAL
CATAPRESTTS® (clonidine) Transdermal Patcl
(Qty Limit = 1 patch? day)
GANGLIONIC BLOCKERS

All products require a PA

RENIN INHIBITOR

AMINOGLYCOSIDES
Neomycin Sulfate
Paromycin

Cataprestablets: Patient has a documented intolerance to the generic produt
*
Catapre@ (clonidine) Tablet
Clonidine Patches (generic):patient ha a documented intolerance to brand
CatapresI TS patches

Clonidine (compare to Catapr&3S) Transdermal Patct
(Qty Limit = 1 patch/7 days)

Vecamyl tabs: Patient has a diagnosis of moderately severe or severe
hypertension AND patient has tried andddil intolerant to, or contraindicatec
to at least THREE different antihypertension therapies of different mechar

Vecamy®* (mecamylamine) Tablet

of actions.
SINGLE AGENT Aliskiren, Tekturna: patient is NOT a diabetic who will continue on therapy w
Aliskiren (compare to Tekturna®) an ACEI or ARB AND patient has a diagnosis of hypertendidND patient
(Qty Limit = 1 tablet/day) has had a documented side effect, allergy, or treatment failure with an
Tektum&® (aliskiren)(QuantityLimit = 1 tablet/day) angiotensin Receptor Blocker (ARB).
COMBINATIONS Tekturna HCT: the patient must meed criteria as listed abov&é&kturna and is

Tekturna HC@ (aliskiren/hydrochlorothiazidgQuantity unable to uséne individual separate agents.

Limit = 1 tablet/day)

ANTI-INFECTIVES ANTIBIOTICS

Arikayce® (amikacin inhalation suspension) Arikayce: Pat i ent is O 18 years of age A
Qty limit = 28 vials (235.2 mL)/28 days Mycobacterium aviumamnplex(MAC) lung disease AND patient has not
achieved negative sputum cultures after a minimum of 6 consecutive months
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CEPHALOSPORINS 15T GENERATION

CAPSULES/TABLETS

CEFADROXIL Capsules, Tablets CEPHALEXIN

Capsulegcompare to Keflex)

SUSPENSION
CEFADROXIL Suspension
CEPHALEXIN Suspension

IV drugs are not managed at this time
CEPHALOSPORINS 2° GENERATION

CAPSULES/TABLETS

CEFACLORCAPSULE
CEFPROZIL TABLET

CEFUROXIME (compare to Ceft@) TABLET

SUSPENSION
CEFACLOR SUSPENSION
CEFPROZILSUSPENSION

IV drugs are not managed at this time
CEPHALOSPORINS 3%° GENERATION

CAPSULES/TABLETS
CEFDINIR CAPSULE

SUSPENSION
CEFDINIR SUSPENSION

IV drugs are not managed at this time

MACROLIDES

Cepha xif® Tablets
Keflex™* (cephalexin) Capsules

DaxbiaE (cephalexin) cap

Cefac&gfE ER Tablet
Ceftin™* (cefuroxime) tablet

Ceftin® (cefuroxime) suspension

Cefpodoxime proxetil tablet
Supra>® (cefixime) Capsule
Supra@ (cefixime) Chewable Tablets

Cefixime suspension

Cefpodoxime proxetil suspension
ceftibutenAsusper®ion (c
Supra® (cefixime) suspension

multidrug background regimen therapy (e.g. macrolide, rifampin, & ethambut
within the past 12 monthblote: Initial approval wil be granted for 6 months. Fo
re-approval, the patient must have documentation of clinical improvement AN
consecutive monthly negative sputum cultures.

Cephalexin Tabs:patient has had a documentetblerance to cephalexin generi
capsules.

Keflex/Daxbia: patient has had a documented side effect, allergy, or treatme
failure to generic cefadroxil and cephalexin.

Cefaclor ER Tabs: paient has had a documented intolerance to cefaclor
capsules.

Ceftin Tabs: patient has had a documented side effect, allergy, or treatment
failure to at least two of the following medications: cefaclor, cefprozil, and
cefuroxime. One trial must be the gandormulation.

Ceftin Suspension: patient has had a documented side effect, allergy, or
treatment failure to both of the following suspensions: cefaclor and cefpro:

Spectracef tablet, Cefditoren tabletCefpodoxime Proxetil tablets patient is
completing a course of therapy which was initiated in the hospital. OR pati
has had a documented side effect, allergy, or treatment failoreetpreferred
cephalosporin.

Ceftibuten Susp Cefpodoxime Proxetil Susp, Cefixime Susp, Suprax Susp
patient is completing a course of therapy which was initiated in the hospite
OR patient has had a documented side effect or treatment failure torcefdir
suspension

35



AZITHROMYCIN t abi, liquid (C
(compare to Zithrom .“:"

(Maximum 10 days therapy/30 days) (compare to Zithrom

Azithromycinpacket (compare to Zithro

(QL =2 gramsffill)

Zithroma®x (azithromycin) tablets and liquid
QL =5 days supply/RX, maximum 10 days therapy/3(

days

Zithroma>gFD (azithromycin) packet

(QL=2 grams/fill)

Zmax® Suspension (azithromycin extended release fc

oral suspension)

QL =5 days supply/RX, maximum 10 days therapy/3(

CLARITHROMYCIN (compare to Biaxﬁ) tablets days

Clarithromycin SRcompare to Biax(® XL)

Clarithromycin suspension

Ee® (e%hromycin ethylsuccinate)
(erythromycin base, delayed release)

ERY-TAB
ERYTHROMYCIN BASE

ERYTHROMYCIN ETHYLSUCCINATE (compare to

EED)

Eryped™ (erythromycin ethylsuccinate)
Erythrocin (erythromycin stearate)
PCE Dispertaly (erythromycin base)

IV drugs are not managed at this time

OXAZOLIDINONES

IV form of this medication not managed at this tim Linezolid (compare to Zyvox®)

azithomycintablets d liquid (if > 5 day supply)
ax)

Dificid ® (fidaxomicin) tablefQuantity limit =2 tablets
per day, 10 day supply per 30 days)

Non-preferred agents (except as belowpatient has a documented siféect,
allergy, or treatment failure to at least two of the preferred medications. (I
product has an AB rated generic, one trial must be the generic.) OR patier
completing a course of therapy with the requested medication that was ini
in the hospital.

Azithromycin/Zithromax packets: A clinically valid reason why the dose cann
beobtained using generic azithromycin tablets AND If the request is for br:
Zithromax, the patient has a documented intolerance to the generic produ

Azithromycin > 5 day supply (criteria for approval based on indication):

Lyme Diseas: patienthas had aocumented side effect, allergy, or treatment
failure to at least two of the following: doxycycline, amoxicillin, or a 2nd
generation cephalosporin. For early Lyme disease, without neurologic or
rheumatologic (arthritis) complications, the length of ati#ation is up to 10
days. For neurologic or rheumatologic Lyme disease, the length of
authorization is up to 28 days

Cystic Fibrosislengthof authorization up to 6 months

HIViimmunocompromised statuazithromycin is being used for MAC or
Toxoplasmosi¢reatment or prevention. (length of authorization up to 6
months)

Bacterial Sinusitis patienthas had a documented side effect, allergy, or treatm
failure to penicillin, amoxicillin, or sulfamethoxazole/trimethoprim (Bactrim’
(length of authorizatin up to 10 days)

SevereBronchiectasisor COPDwith frequent exacerbatioriengthof
authorization up to 6 months

Babesiosisblood smear or PCR is positive (results must be submitted; positive

serology is not sufficient) AND patient is symptomaten@th of authorization up to

10 days)

Dificid: pati ent 6s diagnosis or indicatdi
diarrhea (CDAD) AND patient has had a seféect, allergy, treatment failure
or contraindication to metronidazole. OR prescriber provéde#ically
compelling rationale why metronidazole is not appropriate for the patient. (
patient has severe Clostridium difficile infection, history of recurrent
infections). AND patient has had a siéect, allergy, treatment failure or
contraindcation to oral vancomycin capsules (Vancocin).

Criteria for Approval: patient has been started on intravenous orioegolid or
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PENICILLINS (ORAL)

SINGLE ENTITY AGENTS

Natural Penicillins
PENICILLIN V POTASSIUMtablets, oral solution

PenicillinaseResistant Penicillins
DICLOXACILLIN Capsules

Aminopenicillins

AMOXICILLIN capsules, tabletshewable tablets,
suspension

AMPICILLIN capsules, suspension

COMBINATION PRODUCTS
AMOXICILLIN/CLAVULANATE (compare to

Augmentin®) tablets, chewable tablets, suspensi

QUINOLONES

CIPROFLOXACIN (compare to Cipro®) tabs, oral
suspension
CIPRC® (ciprofloxacin) oral suspension

LEVOFLOXACIN (compare to Levaqu@) tabs, sol

(QL = 56 tablets per 28 days)
Linezolid (compare to Zyvox®) suspension
(QL = 60 ml/day, maximum 28 dagspply)
Sivextéo® (tedizolid) Quantity limit = 1 tabs/day)
Zyvox_ (linezolid) (QL = 56 tablets per 28 days)
Zyvox (linezolid) suspensiorL = 60 ml/day,
maximum 28 days supply)

Amoxicillin/clavulanateER (compare to Augmentin
XR®) tablas

Augmentil@*! (amoxicillin/clavulanate)suspension

Augmentin XF® (amoxicillin/clavulanate) tablets

PA will be granted for 125 mg/5 mL strength for patier

< 12 weeks of age

Avelox® (moxifloxacin HCL)
Baxdel aE

Cipro® * (ciprofloxacin) tabs
Cipro xR® (ciprofloxacin)

(del afloxacin)

tedizolid in the hospital and will be finishing the course of therapy in an
outpatient setting OR patient has a documented blood, tissue, sputum, or
culture that is positive for VancomyeResistant Enterococcus (VRE) specie
OR patient has a documented blood or sputum culture that is positive for
Methicillin-Resistant Staphylococcus species OR patient has a documentt
tissue or urine culture that is positive for MethiciResistant Staphylococcus
AND patient has had a docunted treatment failure with
trimethoprim/sulfamethoxazgindamycin, doxycycline, or minocyclineR
there is a clinically valid reason that the patient cannot be treatednétbf
those agents AND for approval of brand Zyvox the patient has an imicdera
to generic linezolid

Augmentin: patient has had a documented intolerance to the generic formule
of the reqiested medication. OR patient is < 12 weeks of age and requires
125 mg/5 mL strength of Augmentin.

Amoxicillin/Clavulanate ER, Augmentin XR: prescriber must provide a
clinically valid reason for the use of the requested medication. Additionall
for approval of brand Augmentin XR, the patient must have a documentet
intolerance to generic Amoxicillin/Clavulanate ER

Limitations: Brand Augmentin@ablets andChewable tablets do not offer
Federal Rebate and therefore cannot be provided.

Baxdela: patient is completing a course of therapy with the requested medicatior
wasi nitiated in the hospital OR pati
diagnosis of acute bacterial skin and skin structure infection (ABSSSI) AND curt
culture and sensitivity (C&S) report shows isolated pathogen is agpsitive or
gramnegatve organism susceptible to delafloxacin (If obtaining a C&S reportist
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IV drugs are not managed at this time

RIFAMYCINS
All products require PA

feasible, provider must submit documentation.) AND member has a documente:

ciprofloxacin ER(compare to Cipro X@ : . T o
P (comp P ) treatment failure, intolerance or contraindication to 2 preferred antibiotics, one o

. 1 .
Levaquir®” (levofioxacin) tabs,sol which must be a fluequinolone AND duration of therapy does not exceed 14 da
moxifloxacin (compare to Avelo@) Cipro, Cipro XR, ciprofloxacin ER: patient has had a documented side effec
Ofloxacin allergy, or treatment failure to generic ciprofloxacin immediatease tablets.

AND If the request is for Cipro XRr Cipro the patient has had a documentce
intolerance to the generic equivalent.

Avelox, Moxifloxacin: patient is completing a course of therapy with the
requested medication that was initiated in the hospital. OR patient has hac
documented side effedllergy, or treatment failure to levofloxacin. AND If
the request is for Avelox, the patient has had a documented intolerance to
generic moxifloxacin.

Levaquin (brand): patient has a documestt intolerance with the generic
levoflocacin

Ofloxacin: patiert has had a documented side effect, allergy, or treatment failure
ciprofloxacin or levofloxacin

Xifaxan ® (rifaximin) 200 mg Tablet€Qty limit Criterigl for Approval: Baseq on Indication: _
depends on indication) Hepatic Encephalopathy (Xifaxan 550 mg Tablets Only);patient has a

diagnosis of hepatic encephalopathy. AND Patient has had a documentec
effect, allergy, treatment failure or coaitrdication to lactulose. AND Quantity
limit is 2 tablets/day (550 mg tablets only).

Travell erdés Diarrhea ( Xipdtientkhasra di2gfo8is c
travellerds diarrhea caused by no
Patient has had documented side effect, allergy, treatment failure or
contraindication with a fluoroquinolone. AND Quantity limit is 9 tablets/RX
(200 mg tablets only).

Small Intestinal Bacterial Overgrowth (Xifaxan 550 mg or 200 mg Tablets:

patient has a diagnosi$ 81BO. AND Patient has attempted dietary modificatio
and has had a documented side effect, allergy, treatment failure or
contraindication to metronidazode neomycinAND Quantity limit is 800 mg
to 1,200 mg/day.

Irritable Bowel Syndrome (Xifaxan 550 mgor 200 mg Tablets):patient has a
diagnosis of irritable bowel syndrome without constipation or with symptor
of bloating. AND Patient has attempted dietary modification and has had ¢
documented side effect, allergy, treatment failure or contraindicatitwot of
the following classes (one of whi
or in combination: amoxicillirclavulanate, cephalosporin, metronidazole,
fluoroquinolone, tetracycline, trimethoprimmu | f amet hox az ol
A Antispadmddi i di arrheals A Chole
is 1,200 mg to 1,650 mg/day.

Xifaxan® (rifaximin) 550 mg Tablet§Qty limitdepends
on indication)
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TETRACYCLINES

DOXYCYCLINE MONOHYDRATE 50MG, 100MG

CAPS, TABS

DOXYCYCLINE HYCLATE 50MG, 100MG

CAPS, TABS

DOXYCYCLINE MONOHYDRATE SUSP
25MG/5ML

MINOCYCLINE 50MG, 100MG CAPS

VANCOMYCIN

All products require PA

IV vancomycin products aneot managed at this
time

Adoxa®* (doxycycline monohydrate)

150mg tab

Doryx (doxycycline hyclate) tabs

Doxycycline 75mg, 150mg caps, tabs

Oracea® (doxycycline monohydrate) 40mg cap
Vibramycin®* (doxycycline hyclategap, suspension
Vibramycin® (doxycycline calcium) syrup
Minocycline 50mg, 75mg, 100mg tabs
Solodyn®(minocycline) tabs ER

Tetracycline 250mg, 500mg cap

Ximino® (minocycline) caps ER

All other brands

FrvangE (vancomycin

more than 150ml is required, use of 300ml
bottle is required.

HCI
QL =1 bottle (150ml) per course of therapy. |

I nfl ammatory Bowel Disease: Crohno
Tablets):pat i ent has a diagnosis of Cr
documented side &ftt, allergy, treatment failure or contraindication to two t
the following: 6mercaptopurine, aminosalicylates, azathioprine,
corticosteroids, fluoroquinolone and/or metronidazole. AND Quantity limit
600 mg to 1,600 mg/day.

Inflammatory Bowel Disease:Ulcerative Colitis (Xifaxan 200 mg Tablets):
patient has a diagnosis of Ulcerative Colitis. AND Patient has had a
documented side effect, allergy, treatment failure or contraindication to tw:
the following: 6mercaptopurine, aminosalicylates, azathiog,
corticosteroids, fluoroquinolone and/or metronidazole. AND Quantity limit
800 mg/day (4 x 200 mg tablets/day).

Clostridium difficile Diarrhea (Xifaxan 200 mg Tablets): patient has a
diagnosis of C. difficile diarrhea. AND Patient has had a dootedeside
effect, allergy, treatment failure or contraindication to metronidazole. ANI
Quantity limit is 800 mg/day (4 x 200 mg tablets/day).

Non-preferred doxycycline/minocycline products(exceptas listed below)

patient has had a documented side effect, allergy, or treatment failure with a pre
doxycycline/minocycline. If a product has an AB rated generic, the trial must
the generic formulation.

Oracea:patient has a diagnosis of Rosaa&®D patient has had a documented sid«
effect, allergy, or treatment failure with both a preferred doxycycline and

minocycline.

Solodyn/Ximino:p at i ent is O 12 year s o-fodutag
inflammatory lesions of acne vulgaris AND patient has had a documented sic
effect, allergy, or treatment failure with a preferred minocychiwe: no effect
has been demonstrated on fioifemmatory acne lesions.

Vibramycin Suspension, Syruppatient has a medical necessity for a liquid dosa
form AND a documented failure of preferred doxycycline suspension.

Tetracycline: patient has had a documengide effect, allergy, or treatmeiailéire
with at least two preferred products OR the indication for use is the treatment
Pylori infection and the patient has a contraindication or treatment failure to
clarithromycin.

Criteria for Approval: pat i ent 6s diagnosis or il
Staphylococcus aureus. OR patient
associated pseudomembranous colitis caused by Clostridium AND For
approval of brand Macocin, the patient must meet the above criteria and he
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ALLYLAMINES

TERBINAFINE tabs (compare to Lami@l) QL=
30 tablets/month (therapy limit of 90 days)
GRISEOFULVIN MICROSIZE 8spension

AZOLES

FLUCONAZOLE (compare to DiqucaC?\)) tabs,
suspension

CLOTRIMAZOLE Troche(compareo
Mycelex®)

IV drugs are not managed at this time.

Vancocin® (vancomycin) Capsules
Vancomycin(compare to Vancoc@) Casules

a documented intolerance to the generic.

ANTI-INFECTIVES ANTIFUNGAL

Griseofulvin Microsize Tablets
Griseofulvin Ultramicrosize Tablets

Lamisif® tablets (terbinafine HCLQL = 30
tablets/month

Cresemb® (isavuconazonium) Caps
Diflucan®* (fluconazole) tabs, suspension

itraconazolgcompare to Sporan@9 caps
Ketoconazole tabs

Noxafil® (posaconazole) oral suspension

Noxafil® (posaconae) DR Tablets
(QL=93 tablets/30 days)

onmeP (itraconazole) 200 mg tabléDL=1 tab/day)
Oravig® (miconazole) 50mg buccal tablet

Sporano§5D (itraconazole) caps, solution
VFeno® (voriconazole) tabs, suspension
voriconazolgcompare to VFen@) tabs, susension

Griseofulvin Microsize Tabs/Griseofulvin Ultramicrosize: patient has had a
documented side effect, allergy, or treatnfailtire with terbinafine tablets an
a preferred formulation of griseofulvin.

Lamisil Tabs: the patient must have a documented intolerance to generic
terbinafine.

Cresemba:
1 Diagnosis of either invasive aspergillosis or mucormycosis
1 Age 018 years ol d
1 Documented side effect, allergy, contraindication or treatment failure
with voriconazole
1 Completion of regimen started by hospital

Ketoconazoleltraconazole 100mg/Sporanox patient has a documented side
effect, allergy, or treatmentifare to at least ONE of the preferred medicatio
OR patient is completing a course of therapty that was initiated in the hosj
For approval of Sporanox®capsules, the patient must have a documentec
intolerance to generic itraconazole. For appro¥/&moranox solution, the
patient must have a medical necessity for a liquid dosage form.

Onmel 200mg: patient has a diagnosis of a toenail onychomycosis infection
(confirmed with a positive KOH stain, PAS stain, fungal culture or physicia
clinical judgment) AND has a documented sigéfect, allergy,
contraindication, or treatment failure to oral terbinafine AND there is a clin
reason that itraconazole 100 mg generic capsules cannot be used AND
least 1 of the following criteria: Pain to affedtarea that limits normal activity
Diabetes
Mellitus, Patient has significant vascular compromise

Limitations: Coverage of Onychomycosis agents will NOT be approved solel
cosmetic purposes.

Voriconazole/Vfend: Patient has a diagnosis of irsiee aspergillosis. OR patier
is completing a course of therapy with the requested medication that was
initiated in the hospital. OR patient has a documentedesfdet, allergy, or
treatment failure to ONE of the preferred medications AND itraconazole.
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Albenz® (albendazole)
Biltricide® (praziquantel)
Ivermectin (compare to Stromectdl

AND For approval of Vfend®, the patient must have a documented intoler:
to generic voriconazole. AND For approval of voriconazole suspenion, the
patient must have a medical necessity for a liquid dosage form.

Noxafil: patient has a diagnosis of Hikhmunocompromised status (neutropeni
secondary to chemotherapy, hematopoietic stem cell transplant recipients
AND  Noxafil is being used for the prevention of invasive
Aspergillosis/Candida infections. OR patient is completing a course of the
with the requested
medication that was initiated in the hospital. OR Oral Suspension ONLY
patient has a documented siféect, allergy, or treatment failure to ONE of
the preferred medications AND itraconazole AND the patient is being treal
for oropharyngeal candidiasis.

Diflucan (brand): For approval of Diflucan brand name product, the patient n
have a documented intolerance to generic fluconazole

Oravig: The indication for use is treatment of oropharyngeal candidiasis AND
patient has had @cumented side effecr, allergy, or treatment
failure/inadequate response to both nystatin suspension and clotrimazole
troche.

ANTI-INFECTIVES ANTIMALARIALS: QUININE

Quinine Sulfate (compare to Qualquin)
Qualaquin® (quinine sulfate)

Benznidazole
Emvern® (mebendazole)
Stromectd? (ivermectin)

ANTI-PARASITICS

Criteria for A pproval: diagnosis or indication is for the treatment of malaria.
(Use for leg cramps not permitted.) AND If the request is for brand Qualas
the patient has a documented intolerance to the generic equivalent.

Benznidazole:patient must be betweenrl2 years of age AND patient has a
diagnosis of Chagas Disease (American trypanosomiasis) lahgsh of
therapy does not exceed 60 days.

Emverm: patient has a documented side effect, allergy, treatment failure, or
contraindication to Albenza OR indication for use is hookworm infection (e
ancyclostomiasis, necatoriasis, uninariasis).

Stromectol: patient has a documented intolerance to the generic product.

ANTI-INFECTIVES ANTHVIRALS

HERPES SIMPLEX VIRUS MEDICATIONS (ORAL)

ACYCLOVIR (compare to Zovira@) tablets,

capsules

Famciclovir (compare to Famv@)

Famvif® (famciclovir)

Acyclovir suspension (age > 12 yrsYovirax suspensionThe patient has a
medical necessityof a nonsolid oral dosage form AND for approval of bran:
Zovirax, the patient has a documented intolerance to generic acyclovir
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ACYCLOVIR suspension ( gjayid® (acyclovir) Buccal TableDL = 2 tablets/30
days

VALACYCLOVIR (compare to ValtreéR)

®*

Valtrex™— (valacyclovir)

Zovirax®*(acyclovir) tablets, capselk suspension

INFLUENZA MEDICATIONS

Preferred After Clinical Criteria Are Met XofluzaE (baloxavir marb
OSELTAMIVIR (compare to Tamiflu®) QL=2 tablets/30 days

QL=10 capsules/30 days (45 mg & 75 mg

caps) 20 capsules / 30 days (30 mg caps)

ml (6 mg/ml) / 30 days (suspension)

RELENZA® (zanamivir) QL= 20 blisters / 30 days

TAMIFLU® (oseltamivirQL=10 capsules/30 days(4!
mg & 75 mg capsQ0 capsules / 30 daysQ(3ng
caps) 180 ml (6 mg/ml) / 30 days (suspension)

CYTOMEGALOVIRUS (CMV) INFECTION MEDICATIONS
Valganciclovir (compare to Valctye®) tablet Prevymis® (letermovir)
Valcyte® tablets, solution
Valganciclovir (compare to Valcyte®) solution

INFLUENZA VACCINES

. Adjuvanted Inactivated Influenza Vaccine,
SEASONAL Influenza Vaccine INJECTION Trivalent (I1V3), Standard Dose (egg based)
Inactivated Influenza Vaccine, Trivalent (11IV3), Fluad™ Injection

suspension.

Famcidovir, Zovirax (tabs, caps): patient has a documented side effect or
allergy, or treatment failure (at least one course of ten or more days) with
acyclovir AND valacyclovir.

Famvir: patient has a documented side effect or allergy, or treatment failure (
least one course of ten or more days) with acyclovir AND valacyclovir. AN
patient has a documented intolerance to generic famciclovir.

Sitavig: patient has a diagnosis of recurrent herpes labialis (cold sores). ANC
patient is immunocompetent AND patidrdgs a documented side effect or
treatment failure with acyclovir AND valacyclovir.

Valtrex: patient has a documented intolerance to generic valacyclovir

Oseltamivir, Tamiflu, Relenza: Tamiflu and Relenza will NOT require prior
authorization at this time when prescribed within the following quantitydimi

Relenza:20 blisters per 30 days

Oseltamivir/Tamiflu: 75mg or 45mg: 10 caps per 30 day

Oseltamivir/Tamiflu: 30mg: 20 caps per 30 days

Oseltamivir/ Tamiflu: Suspension (6mg/ml): 180ml (3 bottles) per 30 days

Xofluza:Pat i ent i s O 1 2eiyaelmicak patiedpedifigreasoh N
the patient cannot use a preferred adéote: A maximum of one single dose pe
30 days will be approved based on
tablets) for patients weighing between 40kg and 80kgmig8@ x 40mg tablets)
for patients weighing at least 80kg.

Limitations: Amantadine, Flumadine and rimantadine are not CDC
recommended for use in influenza treatment or chemoprophylaxis at this t
and are not covered for this indication. For informatigarding amantadine
see fiParkinsons Medicationso.

Prevymis: Indication is for the prophylaxis of cytomegalovirus (CMV) infection in
adult CMV-seropositive recipients [R+] of an allogenic hematopoietic stem ce
transplant AND therapy is initiated between day 0 and day 28nposplantation
AND therapy will continughrough day 100 postansplantation AND for
approval of injection, the patient must be unable to take oral medications.

Valcyte: the patient has a documented intolerance to generic valganciclovir ANC
approval of solution, the patient has a medicatasity for a norsolid oral dosage
form.

Valganciclovir solution: the patient has a medical necessity for aswin oral

dosage form.
Flucelvax Quadrivalent: Prescriber provides clinical rationale why one of the

preferred influenza vaccines cannot be used.
Flublok: Patient must have a documented severe reaction to egg based influ
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Standard Dose (egg based)
AFLURIA" Injection

Inactivated Influenza Vaccine, Quadrivalent
(11v4),

Standard Dose (egg based)

AFLURIA® QUADRIVALENT Injection

FLUARIX® UADRIVALENT Injection

FLULAVAL =~ QUADRIVALENT Injection

FLUZONE™ QUADRIVALENT Injection

VACCINES - OTHER
Preferred after Age Limit is met

Gardasil
Shingrix
Zostavax

Inactivated Influenza Vaccine, Trivalent (11V3),

High Dose (egg based)
Fluzone HighDosé Injection

Recombinant Influenza Vaccine Quadrivalent

(RIV4) (eqg FREE)
Flublok® Injection

Inactivated Influenza Vaccine, Quadrivalent

(ccllV4), Standard Dose (cell culture based)
(NOT eqq free)

Flucelvax Quadrivalefitinjection

Live Attenuated Influenza Vaccine, Quadrivalent

(LAIV4) (eqq based)
Flumist® Quadrivalent Intranasal

vaccine.

Flumist: Flumig is being requested forfinenza prophylaxis during flu season
AND The patient is between the ages of 19 and 49 years old, AND Prescr
provides documentation of a contraindication to an intramuscular injection
(e.g., currently on warfarin; history tfrombocytopenia) or other compelling
information to support the use of this dosage form.

Fluzone High Dose, Fluad:Vaccine is being requested for influenza prophyla:
during flu season AND patient is
clinical rationale why one of the preferred influenza vaccines cannot be us
Note: the CDC and its Advisory Committee on Immuti@a Practices (ACIP)
have not expressed a preference for any flu vaccine formulation for this a¢
group.

Gardasil: Covered for 19 years old #byears old (those under 1Bauld be
referred to their pediatrician or PCP for statgplied vaccine)

Shingrix: Covered if O 50 years of age

Zostavax:Covered if O 60 years of age

Vaccines on the Advisory Committee on Immunization Practices (ACIP) list
of recommended vaccines for childre
the Vaccines for Childreprogramadministeredy the Vermont

Department of Healt h, and are not ¢
programs
A Vaccines on the ACIP |list of reca

are available at many primary care provider offices and througbhtiwenacy
programs. Vaccines are subject to the same limitations as the ACIP guideli
recommendations. Providers who participate in the Blueprint for Health
initiative must enroll in the Vaccines for Adults program administered by the
Vermont Departmentfddealth. The ACIP guidelines and information about
enrolliment in these programs can be found at
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Calcitonin generelated peptide (CGRP) Inhibitors: Initial approval is 6 months; renewals are 1 year
Ai movi gE {ame)enumab
(Qty limit = 140mg per 30 days)

Preferred After Clinical Criteria are Met
Emgality® (galcanezumagnim)

(Qty Limit =240mg (2 injections) fahe
first 30 days followed by 120 mg (1 injectio

per 30 days)

TRIPTANS

Single Agent
ORAL

SUMATRIPTAN (compare to Imitre®)
Quantity Limit = 18 tablet80 days (25 mg),

9 tablets/month (50 mg, 100 mg)

RELPAX® (eletriptan) 20 mg, 40 mg
Quantity Limit = 12 tablet80 days

RIZATRIPTAN (compare to MaxaR)
Quantity Limit = 12 tablet&0 days

RIZATRIPTAN ODT (compare to MaxaMLT®)

Quantity Limit = 12 tablet80 days

http://healthvermont.gov/hc/imm/provideradp¥ acci nes no't
recommended list may requirei@®rAuthorization.

ANTI-MIGRAINEAGENTS

Ajovy® (fremanezumatyfrm)

(Qty Limit =225mg (1 injection) per 30 days «
675mg (3 injections) every 90 days

Almotriptan 6.25mg, 12.5mg
Quantity Limit = 12 tablet$80 days

AmergéE (naratriptan) 1 mg, 2.5 mg
Quantity Limit = 9 tabletsB0 days
Eletriptan (compare to Relpax®)
Quantity Limit = 12 tablet80 days

Frova® (frovatriptan) 2.5 mg

Quantity Limit = 9 tabletsB0O days
Frovatriptan (compare to Fra¥)a2.5mg
Quantity Limit = 9 tabletS0 days

L@ .
Imitrex™ (sumatriptan)

Quantity Limit = 18 tabletsBO days(25 mg), 9 tablets

30 dayq50 mg, 100 mg),

Maxal® (rizatriptan) 5 mg, 10 mg tablet
Quantity Limit = 12 tabletsB0 days

All agents: The patiat is 18 years of age or older AND patient has a diagnosis
episodic migraine (44 headache days per month with migraine lasting 4 hour
more) or chronic migraine (O 15 he
migraine days, for at least 3 monthd)IB patient has failed or has a
contraindication to an aTWeqededtiens forr
migraine prophylaxis from at least 2 different classes (tricyclic antidepressant
S NR 1 0 sblockdrs dr anticonvulsants). Initial approwall be granted fo6
months. For rapproval after Gnonths the patient must have documentation of
decrease in the number of headache days per month or decreased use of ac
migraine medications such as triptans. Pharmacy claims will also be edattiate
assess compliance with the medication

Aimovig, Ajovy additional criteria: The patient must have a documented side
effect, allergy, or treatment failure to Emgality.

Note:Ai movi g approvals for 140mg dos:
(containing 2x 70mg syringes or awimjectors). Approval will not be granted for
2 separate 70mg packages.

Almotriptan, Amerge, Eletriptan, Frova, Frovatriptan, Imitrex, Maxalt,
Maxalt MLT, Naratriptan, Zomig, Zomig ZMT, Zolmitriptan,
Zolmitriptan ODT: patient has had a documented side effect, allengy,
treatment failure to Sumatriptan, Relpax, and Rizatriptan or Rizatriptan OIL
If the request is for brand Frova, Maxalt, Zomig, or Zomig ZMT, the patien
must also have a documented intolerance to the generic product.
Treximet: patient had a documentside effect, allergy or treatment failure witt
2 preferred Triptans, AND patient is unable to take the individual compone
(sumatriptan and naproxen) separately.

Zomig Nasal Spray, Imitrex Nasal Spray, Onzetra Xsail:patient has had a
documented sideffect, allergy or treatment failure with Sumatriptan Nasal
Spray

Imitrex, Sumavel Dose Pro Injections, Zembrace patient has had a
documented intolerance to generic sumatriptan injection.
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NASAL SPRAY
SUMATRIPTAN (compare to Imitre@)
Quantity Limit =12 units/30 days(5 mg nasal

spray),
6 units/30 dayg20 mg nasal spray)

NASAL POWDER
All products require PA.

INJECTABLE

SUMATRIPTAN (compare to ImitreX)
Quantity Limit =8 injectdons (4ml)/30 days(4 or 6
mg injection)

Maxalt—MLT® (rizatriptan ODT)
Quantity Limit = 12 tablets30 days

NARATRIPTAN (compare to Amerd®)
(Quantity Limit = 9 tabletsB0 day3$

Zomig® (zolmitriptan) tablets

Quantity Limit = 12 tabletsB0 days(2.5 mg), 6 tablets,

30 dayg5 mg)
Zomig® ZMT (zolmitriptan ODT)

Quantity Limit = 12 tabletsB0 days(2.5 mg), 6 tablets.

30 dayg5 mg)
Zolmitriptan (compare to Zom@) tablets

Quantity Limit = 12 tabletsB0 days(2.5 mg), 6 tablets.

30 dayg5 mg)
ZolmitriptanODT (compare to Zom@ ZMT)

Quantity Limit = 12 tabletsB0 days(2.5 mg), 6 tablets,

30 dayg5 mg)

Imitrex® (sumatriptan)
Quantity Limit =12 unitsB0 dayg5 mg nasal spray),
6 units/30 dayS20 mg nasal spray)

Zomig® (zolmitriptan)
Quantity Limit = 12 unitsB0 days(2.5 or 5 mg nasa
spray)

Onzetra Xsafl (sumatriptan succinate)
Quantity Limit = 8 doses/30 days

Imitrex® (sumatriptan)
Quantty Limit =8 injections/30 dayg4ml)(4 or 6 mg
injection)

Sumavel DosePf3 (sumatriptan) 6 mg/0.5ml, 4 mg/0
ml
Quantity Limit =4 injectionsB0 days

To exceed quantity limits: patient is taking a medication for gnaine
prophylaxis.
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Zembrac® SymTouch (sumatriptan) 3mg/5ml
Quantity Limit =4 injections/ 30 days

Combination Product (Oral) Treximef® (sunmetriptan/naproxen)

Quantity Limit = 9 tablets30 days

ANTI-PSYCHOTIC ATYPICAL & COMBINATIONS (CHILDREN < 18 YEARS OLD)

Preferred After Clinical Criteria Are Met Abilify ® (aripiprazole) Target symptoms or Diagnosis that will be accepted for approvalTarget
TABLETS/CAPSULES FDA maximum recommended dose = 30 mg/day, Symptoms Grandiosity/eupbria/mania; Obsessions/compulsions; Psychot
ARIPIPRAZOLE (compare to Abilfp) Quantity limit = 1.5 tabs/day (5 mg, 10 mg &15m¢  symptoms; Tics (motor or vocal). Diagnosiitism with Aggression and/or
FD’i‘ g‘f"g”}gm recomnl1ended dose=30mgday, QL tabs) irritability; Disruptive Mood Dysregulation Disorder; Bipolar Disorder;
-5 tabs/day (Smg, 10mg, &Mhg) Clozapine(compare to Clozaff) Intellectual Disability with Aggression and/or Irritability; lit& Depressive
OLANZAPINE (compare to Zyprel®) FDA maximum recommended dose = 900 mg/day Disorder with psychotic features; Obsessive Compulsive Disorder;
FDA maxim.m recommended dose =20 mg/day Clozarif® (clozapine) Schizophrenia/Schizoaffective Disorder; Tourette's Syndrome.
Quantity limit = 1.5 tabs/day (2.5 mg, 5mg, 7.5 1 FDA maximum recommended dose = 900 mg/day Criteria for a | of ALLd : Medication i i
& 10 mg tabs) pproval o rugs: edication is being requested for one of
GeodorP (ziprasidone) the target symptoms or diagnoseslisabove AND the patient is started and
RISPERIDONE(compare to Risperd3) FDA maximum recommended dose = 160 mg/day stabilized on the requested medication (Note: samples are not considered
FDA maximum recommended dose = 16 mg/day Invega® (paliperidone) adequate justification for stabilization) OR patient meets additional criteria
FDA maximum recommendedsg = 12 mg/day outlined below. Note: all requests for patients < 5 yearshwitieviewed by
QUETIAPINE (compare tcSeroquéF) Qu?grt\iqty;imit =1 tab/day (3mg, 9mg), 2 tabs/day the DVHA medical director. _
FDA maximum recommended dose = 800 mg/da Latud#® (Iugr]asidone) Invega, Pallperldqne,Saphrls: patient had had a documented s!de effect, a.LIIer
; or treatment failure with at least two preferred products (typical or atypical
FDA maximum recommended dose = 80mg/day . . S .
ZIPRASIDONE (compare to Geod&) Quantity limit = 1 tab/day .gntlpsychot.lcs) one of Whlch is risperidone. .
FDA maximum recommended dose = 160 mg/ds paliperidone (compare to Invega®) Abilify, Clozaril, Geodon, Risperdal, Seroquel, Zyprexa:patient has a
FDA maximum recommended dose = 12 mg/day documented intolerance to the generic equivalent.
Quantity Imit = 1 tab/day (3mg, 9mg), 2 tabs/day = Clozapine: patient has had a documented side effect, allergy or treatment fai
(6mg) with at least three other antipsychotic medications (typicatypical
Risperda‘iD (risperidone) antipsychotics), two of which must be preferred agents.
Preferred After Clinical Criteria Are Met FDA maximum recommended dose = 16 mg/day  Latuda: ]
Seroque@ (quetiapine) Indication for use is schizophrenipatientt s 013 years of a
FDA maximum recommended dose = 800 mg/day patient has had a documented side effect, allergy or treatment failure with
Saphri@ (asenapine) least two preferredrpducts (typical or atypical antipsychotics); the patient
FDA maximum recommended dose = 20mg/day C would not be required to have 2 preferred trials if pregnant.
2tabs/ day Indication for use is Bipolar 1 depressignat i ent is O 10 ye
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ORAL SOLUTIONS

RISPERIDONEcompare to Rispera@) oralsolution
FDA maximum recommended dose = 16 mg/day

ORALLY DISINTEGRATING TABLETS
All products require PA

Seroquel X (quetiapine XR)
FDA maximum recommended dose = 800 mg/day
Quantity Limit = 1 tab/day
(150 mg & 200 mg tablet strengths), 2 tabs/day (5(
mg strength)

Zyprexa@ (olanzapine)
FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5 tabs/day (2.5 mg, 5 mg, 7.5 mg
10 mg tabs)

Abilify ® (aripiprazole) oral solution
FDA maximum recommended dose = 25 mg/day

Risperda@ (risperidone) oral solution
FDA maximum recommended dose = 16 mg/day

Versaclo® (clozapine) Oral Suspsion
FDA maximum recommended dose = 900 mg/day
Quantity limit = 18 ml/day

Abilify ® piscmelt (aripiprazole)
FDA maximum recommended dose = 30 mg/day,
Quantity limit = 2 tabs/day (10 mg & 15 mg tabs)
clozapine orally disintegrating tablgGompare to

FazaCl®)
FDA maximum recommended dose = 900 mg/day

FazaCi® (clozapine orally disintegrating tablets)

FDA maximum recommended dose = 900 mg/day
Olanzapine orally disintegrating tablét®mpare to

Zyprexa ZydigFD )

FDA maximum recommendedsgo= 20 mg/day,

Quantity limit = 1.5 tabs/day (5 mg & 10 mg tabs)
RisperdeﬁD M-Tab (risperidone orally disintegrating

tablets)

FDA maximum recommended dose = 16 mg/day
RisperidoneODT (compare to Risperc@llM-Tab)

FDA maximum recommended dose = 16dayg
Zyprexa ZydigFD (olanzapine orally disintegrating tablets

FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5 tabs/day (5mg&10mg)

patient has had a documented side effect, alerggatment failure with at least twc
preferred products (typical or atypical antipsychotics) OR the prescriber feels the
quetiapine or olanzapine/fluoxetine combination would not be appropriate altern
for the patient because of pggisting condibns such as obesity or diabetes; the
patient would not be required to have 2 preferred trials if pregnant.

Seroquel XR: patient has not been able to be adherent to a twice daily dosin

schedule of quetiapine immediate release resulting in a signititaitgal
impact.

Abilify Oral Solution: patient has had a documented side effect, allergy or
treatment failure with risperidone oral solution OR prescriber feels that
risperidone would not be an appropriate alternative for the patient becaus:
pre-existing medical conditions such as obesity or diabetes.

Versacloz Oral Solution: AND patient has had a documented side effect, allel
or treatment failure with at least three other antipsychotic medications (tyg
or atypical antipsychotics). AND patieistunable to use clozapine orally
disintegrating tablets.

Olanzapine ODT, Risperdal M-Tabs, Risperidone ODT, Zyprexa Zydis:
patient meets clinical criteria for naally disintegrating oral dosage forms ¢
the same medication AND Medical necessitydmpecialty dosage form has
been provided AND if the request is for Risperdatdiis or Zyprexa Zydis,
the patient has a documented intolerance to the generic equivalent.

Clozapine ODT, FazaClo: Medical necessity for a specialty dosage form has
been prowded AND patient has had a documented side effect, allergy or
treatment failure with at least three other antipsychotic medications (typice
atypical antipsychotics) If the request is for Fazaclo, the patient has a
documented intolerance to the genetaiealent.

Abilify Discmelt Medical necessity for a specialty dosage form has been prov
AND patient has had a documented side effect, allergy or treatment failure
Risperdal Mtab OR prescriber feels that risperidone would not be an
appropriate aérnative for the patient because of-prasting medical
conditions such as obesity or diabetes

Limitations: Approval for use in Children < 18 years old will not be granted fc
the following medications or dosage forms due to no FDA approval for use
children and little or no literature to support their use in this population.
Exceptions will be made for patients who have been started and stabilizec
the requested medication or dosage form (Note: samples are not considet
adequate justification fatabilization): Fanapt, Rexulti, Vraylar, Geodon Im,
Abilify IM, Olanzapine IM, Zyprexa IM, Abilify Maintena, Invega Sustenna,
Invega Trinza, Risperdal Consta, Zyprexa Relprevv, Symbyax,
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Olanzapine/fluoxetine.

ANTI-PSYCHOTIC ATYPICAL & COMBINATIONS (ARUS> 18 YEARS OLD)

TABLETS/CAPSULES

ARIPIPRAZOLE (compare to Abiliff?)
FDA maximum recommended dose=30mg/day,
= 1.5 tabs/day (5mg, 10mg, & 15mg)

CLOZAPINE (compare to Clozaﬁ)
FDA maximum recommended dose = 900 mg/da

OLANZAPINE (compare tdyprexé@)
FDA maximum recommended dose = 20 mg/day
Quantity limit = 1.5 tabs/day (2.5 mg, 5mg, 7.5
& 10 mg tabs)

RISPERIDONE(compare to Risperd3)
FDA maximum recommended dose = 16 mg/day

QUETIAPINE (compare to Seroqt@) > 50 mg/day
FDA maximum recommended dose = 800 mg/da

ZIPRASIDONE (compare to GeodSh)
FDA maximum recommended dose = 160 mg/d;

Abilify ® (aripiprazole)
FDA maximum recommended dose = 30 mg/day,
Quantity limit= 1.5 tabs/day (5 mg, 10 mg & 15 mg
tabs)
Abilify ® Mycite (aripiprazole tablets with sensor)
FDA maximum recommended dose=30mg/day,
Quantity limit=1tab/day)

Clozari®* (clozapine)
FDA maximum recommended dose = 900 mg/day
Fanapt (iloperidone)
FDA maximum recommended dose = 24 mg/day
Quantity limit = 2 tablets/day

Geodof?" (ziprasidone)
FDA maximum recommended dose = 160 mg/day
Invega™ (paliperidone)
FDA maximum recommended dose = 12 mg/day
Quantity limit = 1 tab/day (3mg, 9mg),
2tabs/day(6my

Latud&® (lurasidone)
FDA maximum recommended dose = 160 mg/day
Quantity limit = 1 tablet/day all strengths except 8C

mg = 2 tablets/day

Nuplazidt (primavaserin)
FDA maximum recommended dose = 34mg, Quan
Limit = 2/tablets/day

Quetiapingcompare to Seroquel®) <50mg/day (adults
>18 years old)

Quetiapine ER (compare to SerouéR)

Rexult® (brexpiprazole)

FDA maximum recommended dose = 3mg (adjunc

MDD) or 5mg (schizophrenia)

Risperda@* (risperidone)

FDA maximum recommended dosg&6-mg/day
Saphris” (asenapine) sublingual tablet

FDA maximum recommended dose = 20 mg/day
Seroqué@ (quetiapine)

FDA maximum recommended dose = 800 mg/day

Criteria for approval of ALL non -preferred drugs: patient has been started ar
stabilized on the requested medication @deamples are not considered
adequate justification for stabilization.) OR patient meets additional criterie
outlined below.Note: Trazodone dosed at < 150mg/day will not be conside
as a trial for adjunct treatment of MDD or any anxiety disorder.rd@aipn
will not be considered as a trial for adjunct treatment of any anxiety disord

Fanapt. Vraylar: The indication for use is the treatment of
schizophrenia/schizoaffective disorder or bipolar disorder. AND The patier
has had a documented side effedlergy or treatment failure with at least thre
preferred products (typical or atypical antipsychotics).

Invega, Saphris:The indication for use is the treatment of
schizophrenia/schizoaffective disorder AND The patient has had a docum
side effet, allergy or treatment failure with at least three preferred product:
(typical or atypical antipsychotics), one of which is risperidone.

Note: Prior therapy with injectable Invega Sustenna® is not considered to
started and stabilized for oral lega. Patients transferring to oral therapy fro
Invega Sustenna® should transition to oral risperidone (unless patient
previously failed such treatment).

Abilify, Clozaril, Geodon, Risperdal, and Zyprexa: patient has a documented
intolerance to the generéguivalent.

Abilify Mycite: The patient has not been able to be adherent to aripiprazole t:
resulting in significant clinical impact (documentation of measures aimed ¢
improving compliance is required) AND thre is a clinically compelling reas:
why Abilify Maintena or Aristada cannot be used. Initial approval will be
granted for 3 months. For renewal, documentation supporting use of the
tracking software must be provided and pharmacy claims will be evaluatec
assess compliance with therapy.

Latuda:

Indication for use is schizophrenia/schizoaffective disorder or Bipolar |
depression:The patient is pregnant OR

Indication for use is schizophrenia/schizoaffective disorther:patient has had a
documented side effect, allergy or treatment faiuitb two preferred product:
(typical or atypical antipsychotics) OR

Indication for use iBipolar | depressionthe patient has had a documented sid:
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ORAL SOLUTIONS

RISPERIDONEcompare to Rispero@) oral solution
FDA maximum recommended dose =nmig/day

SHORT-ACTING INJECTABLE PRODUCTS

GEODON® IM (ziprasidone intramuscular injection)
FDA maximum recommended dose = 40 mg/day

LONG-ACTING INJECTABLE PRODUCTS

Abilify Maintena® (aripiprazole monohydrate)
FDA maximum recommended des400
mg/month
Quantity limit = 1 vial/28 days
Aristadé (aripiprazole lauroxil)
Quantity Limit = 1 syringe/28 dayd41mg,
662mg, 882mg strengths)
Quantity Limit=1 syringe/60 days (1064mg)
Ar i st ad @ripiprazole lauoxi)
Invega Sustenna (paliperidone palmitate)
FDA maximum recommended dose = 234
mg/month

Risperda® Consta (risperdone microspheres)
FDA maximum recommended dose = 50 mg/14
days

Seroquel x® (quetiapine XR)
FDA maximum recommended dose = 800 mg/day
Quantity Limit = 1tab/day
(150 mg & 200 mg tablet strengths), 2 tabs/day (50 m
strength)
Vraylar® (cariprazine)
FDA maximum recommended dose = 6mg/day,
Quantity limit = 1 capsule/day
ZYPREXA®* (olanzapine)
FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5 tabs/day (2.5 mg, 5 mg, 7.5 mg
10 mg tabs)

Abilify ® (aripiprazole) oral solution
FDA maximum recommended dose = 25 mg/day

RisperdacfD (risperidone) oral solution
FDA maximum recommended dose = 16 mg/day
Versacloz (clozapine) Oral Sugmsion
FDA maximum recommended dose = 900 mg/day
Quantity limit = 18 ml/day

Olanzapin tramuscular injection (compare to
Zyprexa: IM)
FDA maximum recommended dose = 30 mg/day

Zyprexe@ IM (olanzapine intramuscular injection)
FDA maximum recommead dose = 30 mg/day

Perseris® (risperidone)
FDA maximum recommended dose =
120mg/month
Quantity Limit = 1 syringe/28 days
Zyprexa Relprew (olanzapine pamoate)
FDA maximum recommended dose = 600 mg/mor
Quantity limit = 1 vial/28 days (405 mgy 2
vials/month (210 or 300 mg)

effect, allergy or treatment failure with two preferred products (typical or
atypical antipsychotics) ORe prescriber feels that neither quetiapine or
olanzapine/fluoxetine combination would be appropriate alternatives for th
patient because of pexisting conditions such as obesity or diabetes.

Nuplazid: The diagnosis or indication is the treatment ditle@mations/delusions
associated with Parkinsonds Disea

Rexulti:

Indication for use is schizophrenitiie patient has had a documented side effec
allergy or treatment failure with at least three preferred products, one bein
Abilify (typic al or atypical antipsychotics) OR

Indication for use is adjunct treatment of Major Depressive Disorder (M2
patient has had a documented inadequate response to at least 3 different
antidepressants from two different classes AND the patient has had a
documented side effect, allergy or treatment failure withpreferred atypical
antipsychotic product being used as adjunctive them@py of which must be
aripiprazole

Quetiapine/Seroquel < or = 50mg/dayThe patient is being prescribed > 50
mg/day withcombinations of tablet strengths. OR Indication for use is a
mental health indication (other than the two below indications or a sleep
disorder) OR

Indication for use is Adjunct treatment of Major Depressive Disoi»D): the
patient has had a docemted inadequate response to at least 3 different
antidepressants from 2 different classes OR

Indication for use is Adjunct treatment of any anxiety disorder (panic,
agoraphobia, social phobia, obsesst@mpulsive disorder, PTSD, Acute
Stress Disorder, Geeralized Anxiety Disorder}he patient has had a
documented inadequate response to at least 3 different antidepressants fi
different classes If the request if for brand Seroquel, the patient has a
documented intolerance to generic quetiapine.

NOTE: Quetiapine in doses of < 50 mg/day will not be approved for indicatior

of insomnia, for sleep or as a hypnotic.

Quetiapine ER, Seroquel XR:

Indication for use is schizophrenia/schizoaffective disorder or bipolar disorde|
(bipolar mania, bipolar depreson, and bipolar maintenancéhe patient has
not been able to be adherent to a twice daily dosing schedule of quetiapin
immediate release resulting in a significant clinical impact OR

Indication for use is Adjunct treatment of Major Depressive Disofl®D):the
patient has had a documented inadequate response to at least 3 different
antidepressants from 2 different classes AND the patient has had a docun
treatment failure with quetiapine immediate release being used as adjunct
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Preferred After Clinical Criteria are Met

Invega Trinz& (paliperidone palmitate)
FDA maximum recommended dose =
819mg/3months

ORALLY DISINTEGRATING TABLETS

All products require PA

COMBINATION PRODUCTS

All products require PA

Abilify ® piscmelt (aripiprazole)
FDA maximum recommended dose = 30 mg/day,
Quantity limit = 2 tabs/day (10 mg & 15 mg tabs)

clozapine orally disintegrating tablgSompare to

FazaCI(S@)

FDA maxinum recommended dose = 900 mg/day
FazaClo~ (clozapine orally disintegrating tablets)

FDA maximum recommended dose = 900 mg/day
Olanzapine orally disintegrating tablét®empare to

Zyprexa Zydi@)

FDA maximum recommended dose = 20 mg/day,

Quantity limit = 1.5 tabs/day (5 mg & 10 mg tabs)

RisperdaQiD M-Tab (risperidone orally disintegrating
tablets)
FDA maximum recommended dose = 16 mg/day

RisperidoneDDT (compare to Risperc@lM-Tab)
FDA maxi @um recommended dose = 16 mg/day
Zyprexa Zydis” (olanzgine orally disintegrating tablets
FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5 tabs/day (5 mg & 10 mg tabs)

olanzapine/fluoxetinécompare to Symby@()
FDA maximum recommended dose = 18 mg/75 m
(per day)
Symbya@ (olanzapine/floxetine)
FDA maximum recommended dose = 18 mg/75 m
(per day)

therapy.

Indication for use is Adjunct treatment of any anxiety disorder (panic,
agoraphobia, social phobia, obsesst@mpulsive disorder, PTSD, Acute
Stress Disorder, Generalized Anxiety Disordéng patient has had a
documented
inadequate response to at leaslifferent antidepressants from 2 different
classes or at least 2 antidepressants and buspirone AND the patient has t
documented treatment failure with quetiapine immediate release being us:
adjunctive therapy.

Abilify Oral Solutions: the patiehhas had a documented side effect, allergy o
treatment failure with preferred risperidone oral solution.

Risperdal Oral Solution: The patient has a documented intolerance to the
generic product risperidone.

Versacloz Oral Solution The patient hasmedical necessity for a nesolid oral
dosage form and is unable to use clozapine orally disintegrating tablets.

NON-PREFERRED SHORT-ACTING INJECTABLE PRODUCTS : Medical
necessity for a specialty dosage form has been provided. AND The patier
had adocumented side effect, allergy, or treatment failure with Geodon IM
addition, for approval of Zyprexa® IM, the patient must have had a
documented intolerance to generic olanzapine IM.

Invega Trinza: The patient is started and stabilized on the oaiin OR
tolerability has been established with Invega Sustenna for at least 4 monti
Note: This is processed via automated (electronic) step therapy.

Perseris:Medical necessity for a specialty dosage form has been prowded (
non-compliance with oremedications) AND tolerability has been establishe
previously with oral risperidone AND the patient is unable to tolerate Rispe¢
Consta.

Zyprexa Relprevv: Medical necessity for a specialty dosage form has been
provided (norcompliance with oral medations) AND Tolerability has been
established previously with oral olanzapine AND the patient is unable to
tolerate a preferred lorarting injectable product.

ORALLY DISINTEGRATING TABLETS: Medical necessity for a specialty
dosage form has been prowideAND If the request is for FazaClo, Risperd
M-Tab or Zyprexa Zydis, the patient has a documented intolerance to the
generic equivalent.

COMBINATION PRODUCTS: The patient has had a documented side effec
allergy or treatment failure with two pesfed products (ziprasidone,
risperidone, and quetiapine). OR The prescriber provides a clinically valid
reason for the use of the requested medication. AND If the request is for
product, the patient has a documented intolerance to the genericiprodu
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ORAL
HALOPERIDOL (compare to Hald&)

LOXAPINE (compare to Loxitar@)
PERPHENAZINE

PIMOZIDE

TRIFLUOPERAZINE

LONG ACTING INJECTABLE PRODUCTS

FLUPHENAZINE DECANOATE

HALOPERIDOL DECANOATE (compare to
Haldol™ decanoate)

ANTI-PSYCHOTIC: TYPICALS

Chlorpromazine
Fluphenazine
HaldoP* (haloperidol)
Loxitané™ (loxapine)

Thioridazine
Thiothixene

HaldoP decanoate* (haloperidol decanoate)

Chlorpromazine: patient has a diagnosis of acute intermittent porphyria or
intractable hiccups B patient has had a documented side effect, allergy or
treatment failure with at least three preferred products (may be typical or
atypical antipsychotics).

Fluphenazine Oral Solution:patient has a requirement for an oral liquid dosage
form (i.e. swalloving disorder, inability to take oral medications)

Fluphenazine tablets:patient is transitioning to the decanoate formulation or
requires supplemental oral dosing in addition to decanoatgafiént has had
a documented side effect, allergy or treatmeihtriawith at least three
preferred products (may be typical or atypical-g@stychotics).

All other oral medications: patient has had a documented side effect, allergy
treatment failure with at least three preferred products (may be typical or
atypicalantipsychotics). If a product has an AB rated generic, one trial mu
be the generic.

Long Acting Injectable Products: for approval of haldol decanoate, the patien
has a documented intolerance to the generic product.

ANTIRETROVIRAL THERAPYHUMAN IMMUNODEFICIENCY VIRUGIV)

Integrase Strand Transfer Inhibitors
ISENTRESS® (raltegravir potassium)
TIVICAY® (dolutegravir sodium)

Nucleoside Reverse Transcriptase Inhibitors
(NRTD)

ABACAVIR SULFATE

DIDANOSINE DR

EMTRIVA® (emtricitabine)

EPIVIR® (lamivuding

RETROVIR® (zidovudine)

STAVUDINE (compare to ZERIT®)

VIDEX EC (didanosine)

VIDEX SOLUTION (didanosene)

VIREAD® (tenofovir disoproxil fumarate)

ZERIT® (stavudine)

ZIAGEN® (abacavir sulfate)
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ZIDOVUDINE (compare to Retrovir®)

Non-nucleoside Reverse Transiptase Inhibitors
(NNRTI)

EDURANT® (rilpivirine)

INTELENCE® (etravirine)

NEVIRAPINE (compare to Viramune®)

NEVIRAPINE ER (compare to Viramune® ER)

RESCRIPTOR® (delavirdine mesylate)

SUSTIVA® (efavirenz)

VIRAMUNE® (nevirapine)

VIRAMUNE® ER (nevirapine ER)

PharmacoenhancerCytochrome P450 Inhibitor
TYBOST® (cobicistat)

Protease Inhibitors

APTIVUS® tipranavir)
ATAZANAVIR (compare to Reyataz)
CRIXIVAN® (indinavir)

EVOTAZ® (atazanavir/cobicistat)
FOSEMPRENAVIR (compare to Lexiva®)
INVIRASE® (saquinavir mesyte)
LEXIVA® (fosemprenavir)
NORVIR® (ritonavir)

PREZCOBIX® (darunavir/cobicistat)
PREZISTA® (darunavir ethanolate)
REYATAZ® (atazanavir)
VIRACEPT® (nelfinavir)

Entry Inhibitors
FUZEON® (enfuvirtide)

SELZENTRY® (maraviroc)

Combination Products - NRTIs

ABACAVIR/LAMIVUDINE (compare to Epzicom®)

ABACAVIR/LAMIVUDINE/ZIDOVUDINE
(compare to Trizivir®)

COMBIVIR® (lamivudine/zidovudine)

EPZICOM® (abacavir/lamivudine)




LAMIVUDINE/ZIDOVUDINE (compare to
Combivir®)
TRIZIVIR® (abacavir/lamivudine/zidovudine)

Combination Productsi Nucleoside & Nucleotide
Analog RTIs

Cl MDUOE (l amivudine/ten

DESCOVY® (emtricitabine/tenofovir AF)

TRUVADA® (emtricitabine/tenofovir)

Combination Products - Nucleoside & Nucleotide
Analogs & Integrase Inhibitors

BIKTARVY® (bictegravirfemtricabine/tenofovir AF)

GENVOYA® (elvitegravir/cobicistat/
emtricitabine/tenofovir AF)

STRIBILD® (elvitegravir/cobicistat/
emtricitabine/tenofovir)

TRIUMEQ® (abacavir/lamivudine/dolutegravir)

Combination Products - Nucleoside & Nucleotide

Analogs & NNRTIs
ATRIPLA® (efavirenz/emtricitabine/tenofovir)
COMPLERA® (emtricitabine/relpivirine/tenofovir)
ODEFSEY® (emtricitabine/relpivirine/

tenofovir AF)

SYMFIE (efavirenz/ |l amiyv
SYMFIE LO (efavirenz/ |l a

Combination Productsi NNRTI & Integrase
Inhibitors
JULUCA® (dolutegravir/rilpivirine)

Combination Productsi Protease Inhibitors
KALETRA® (lopinavir/ritonavir)
LOPINAVIR/RITONAVIR (compare to Kaletra®)

Immunologic Therapies

TrogarzoE -(iykbalizumab
QL =10 vials (200mg) x 1 dose then 4 vials
(800mg) every 14 days thereafter
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URSODIOL tablet, capsule

ORAL BISPHOSPHONATES
TABLETS/CAPSULES

ALENDRONATE (compare to Fosam3y tablets
BINOSTO® (alendronate) 70 mg effervescent table
(Quantity Limit=4 tablets/28 days)

BILE SALTS AND BILIARY AGENTS

Actigall® (ursodiol)
Chenodd (chendiol)
Cholban? (cholic acid)
Ocaliva® (obeticholic acid)
Ursd® (Urosiol)

Ursd® Forte (ursodiol)

Chenodal: The indication for use is with radiolucent stones in vagliacifying

gallbladders, in whom selective surgery would be undertaken except for tt
presence of increased surgical risk due to systemic disease or age AND ti
patient does not have anytbe following contraindications to therapy: wome
who are preghanat or may become pregnant, known hepatocyte dysfuncti
bile ductal abnormalities such as intrahepatic cholestasis, primary biliary
cirrhosis or sclerosing cholangitis.

Cholbam: The indiation for use is the treatment of bile acid synthesis disorde

due to single enzyme defects OR for the adjunctive treatment of peroxisor
disorders, including Zellweger spectrum disorders, AND the patient exhibi
manifestations of liver disease, stedtea, or complications from decreased
soluble vitamin absorption AND the prescriber is hepatologist or
gastroenterologist. Initial approval will be granted for 3 months. For re
approval after 3 months, there must be documented clinical benefit.

Ocaliva: The indication for use is the treatment of primary biliary cholangitis

(PBC) AND the patient has had an inadequate response or is unable to to
ursodiol.

Urso, Urso Forte, Actigall: The patient must have a documented treatment

limiting side effecto generic ursodiol.

BONE RESORPTION INHIBITORS

Actonef® (risedronate)

Alendronate oral solution

Atelvia (risedronate) Delayed Release Tablet
(Quantity Limit = 4 tablets/28 days)

Boniva® (ibandronatefjQuantity Limit = 150 mg
tablet/1 tablet per 28 days )
Etidronate

L3
Fosama&FD (alendronate)
Fosamax Plus B (alendronate/vitamin D)

Ibandronaté¢compare to Boni\;g) (Quantity Limit = 150
mg tablet/1 tablet
per 28 days)

Risedrgnatécompare to Acton@)
Boniva® Injection (ibandronate)QL = 3 mg/3 months
(four doses)lyear)

Actonel, Atelvia, Risedronate: patient has a diagnosis/indication of Paget's

Disease, postmenopausalagtorosis, osteoporosis in men or glucocorticoic
induced osteoporosis AND patient has had a documented side effect, alle
treatment failure (at least a sixonth trial) to generic alendronate tablets AN
if the request is for brand Actonel, the patibas also had a documented
intolerance to generic risedronate

Alendronate Oral Solution: prescriber provides documentation of medical

necessity for the specialty dosage form (i.e. inability to swallow tablets,
dysphagia) AND the patient has a documeirtgalerance to Binosto.

Boniva Oral, Ibandronate: patient has a diagnosis/indication of postmenopat

osteoporosis AND patient has had a documented side effect,

allergy or treatment failure** to generic alendronate tablets. AND if the reqt
if for brand Boniva oral, the patient has also had a documented intoleranc
generic Ibandronate

Calcitonin Nasal Spray (generic), Miacalcin Nasal Spray:patient is started anc

54



INJECTABLE BISPHOSPHON ATES
All products require PA

ESTROGEN AGONIST/ANTAGQNIST
RALOXIFENE (compare to Evista) Tablet(QL=1
tablet/day)

INJECTABLE RANKL INHIBITOR
All products require PA

CALCITONIN NASAL SPRAY
All products require PA

CALCITONIN INJECTI ON
All products require PA

PARATHYROID HORMONE INJECTION
All products require PA

ibandronate Injectiofcompare to Boni\@)
(QL=3 mg/3 months (four doses)/year)

ReclasP Injection (zoledronic acid)Quantity Limit = 5
mg (one dose)lyear)

Zoledronic Acid hjection(compare to Recla@l)
5mg/100m(QL=5 mg (one dose)/year)

Zomet#® (zoledronic acid) Injection 4mg/100ml or

conc. 4mg/sml

Evista® (raloxifene) TablefQL = 1 tablet/day)

Prolig® Injection (denosumalfQL=60 mg/6 months (twc
doses)/year)

Xgeva® (denosumabjQL=120 mg/28 days)

CalcitoninNasal Spray (compare to Miaca@h
Miacalcin® (calcitonin) Nasal Spray

Miacalcin® (calcitonin) Injection

Forte® (teriparatide)
(Quantity Limit = 1 pen (2.4ml/30 days)
(Lifetime max durationf treatment = 2 years)

Tymlost (abaloparatide) injection
(Quantity Limit = 1 pen (1.56ml)/30 days) (Lifetim
max duration of treatment = 2 years)

stabilized on the requested medication. If the request is for generic Calcit
Nasal Spray, the patient has had a documented intolerance to brand Miac
Note: Calcitonin Nasal Spray (brand and generic) no longer recommendet
osteoporosis.

Miacalcin Injection: patient has a diagnosis/indication of Paget's Disease

Evista Tablets: patient has had a documented intolerance to generic raloxifen

Fosamax Tablets: patient has had a documented intolerance to generic
alendronate tablets.

Fosamax Plus D:there is a clinical reason why the patient is unable to take
generic alendronatablets and vitamin D separately.

Etidronate: patient has a diagnosis/indication of Paget's Disease AND patier
had a documented side effect, allergy, treatment failure (at leasteosth
trial) to generic alendronate and risedronate tablets

Forteo: patient has a diagnosis/indication of postmenopausal osteoporosis ir
females, primary or hypogoandal osteoporosis in males or glucocorticoid
induced osteoporosis AND patient has had a documented side effect, allet
treatment failure** to an @l bisphosphonate. AND prescriber has verified tl
the patient has been counseled about osteosarcoma risk

Tymlos: patient has a diagnosis/indication of postmenopausal osteoporosis ir
females AND patient has had a documented side effect, allergy, mnérga
failure ** to an oral bisphosphonate and Forteo AND prescriber has verifie
that the patient has been counseled about osteosarcoma risk.

Boniva Injection, Ibandronate Injection: patient has a diagnosis/indication of
postmenopausal osteoporosis ANDigrat has had a documented side effect
treatment failure** to a preferred bisphosphon&t@lia Injection: diagnosis
or indication is osteopenia in men at high risk for fracture receiving androc
deprivation therapy for nonmetastatic prostate ca@&ediagnosis or
indication is osteopenia in women at high risk for fracture receiving adjuva
aromatase inhibitor therapy for breast cancer OR patient has a
diagnosis/indication of postmenopausal osteoporosis AND patient has hac
documented side effec|lergy, or treatment failure** to a preferred
bisphosphonate..

Reclast Injection, Zoledronic Acid Injection (5mg):patient has a
diagnosis/indication of Paget's disease of bone OR patient has a
diagnosis/indication of postmenopausal osteoporosis OR patierale with a
diagnosis of osteoporosis OR patient has a diagnosis of glucocorticoid ind
osteoporosis AND patient has had a documented side effect or treatment
failure** to a preferred bisphosphonate.

AND if the request is for Reclast, the jeat has a documented intolerance to
generic zoledronic acid injection.
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Zometa Injection, Zoledronic Acid Injection (4mg): Diagnosis or indication is
bone metastases from solid tumors, multiple myeloma, osteopenia or trea
of hypercalcemia of malignay

Xgeva Injection: diagnosis or indication is bone metastases from solid tumor:
(e.g. prostate, breast, thyroid, nsmall lung cancer), hypercalcemia of
malignancy, or giant cell tumor of bone.

** Treatment failure is defined as documented continued lbsser fracture after
one or more years despite treatment with an oral bisphosphonate.

BOTULINUM TOXINS

Botox® (onabotulinumtoxinA) BOTOX (onabotulinumtoxinA): The indication for use is: o Strabismus and
Myobloc® (rimabotulinumtoxinB) blepharospasm associated with dystonia, including essential blepharospa
VIl cranial nerve disorders/hemifacial spasm or Focal dystonias, including
Dysport® (abobotulinumtoxinA) cervical dystonia, spasmodic dystonia, oromandibuylatahia OR Limb
Xeomin® (incobotulinumtoxinA) spasticity (e.g., due to cerebral palsy, multiple sclerosis, or other demyelin

CNS diseases) OR Focal spasticity (e.g., due to hemorrhagic stroke, anox
traumatic brain injury) OR Severe Axillary Hyperhidrosis (if member has
failed an adequate trial of topical therapy) OR Overactive bladder or detru
overactivity (if member has failed an adequate trial of at least TWO urinan
antispasmodics (either shootrr longacting formulations) OR Chronic
migraine Q15 headache daper nonth, ofwhich O 8 ar e mifog r
at least 3 months) and the member has failed or has a contraindication to
adequate trial of at least TWO medications for migraine prophylaxis from ¢
least two different classes (tricyclic antidepressants, 8NR| -blbckersa
calcium channel blockers or anticonvulsants). Feapproval after 3 months,
the patient must have had an improvement in symptoms. AND The patie
>12 years of age if for blepharospasm or strabismus, >16 years of age for
cervicaldystonia, and >18 years of age for upper or lower limb spasticity,
hyperhidrosis, chronic migraine or overactive bladder/detrusor overactivity

Dysport (abobotulinumtoxinA): The patient has a diagnosis of cervical dystor
or upper limb spasiticity AND @ patient is 018 ye
has a diagnosis of lower limb spasticity and is 2 years of age or older.

Myobloc (rimabotulinumtoxinB): The patient has a diagnosis of focal dystoni
including cervical dystonia, spasmodic dystonia, oromarditdystonia AND
The patient is >16 years of age

Xeomin (incobotulinumtoxinA): The patient has a diagnosis of cervical dystor
upper limb spasticity, or blepharospaSR the patient has a diagnosis of
chronic sialorrhea and has a documented sidetefilergy, treatment failure,

56



ALPHA BLOCKERS

ALFUZOSIN ER (compareot Uroxatra?)
Quanitity Limit = 1 tablet/day
DOXAZOSIN (compare to Cardu@-)
TAMSULOSIN (compare to Flom
Quantity Limit = 2 capsules/day

TERAZOSIN (formerly Hytrin®)

ANDROGEN HORMONE INHIBITORS

BPH AGENTS

Cardur®* %oxazosin)

Cardura XL (doxazosin)

Quantity Limit = 1 tablet/day

Floma®* (tamsulosin)

Quantity Limit = 2 capsules/day

Rapaflo® silodosin)Quantity Limit = 1 capsule/day
Uroxatral™ (alfuzosin)

Quantty Limit = 1 tablet/day

Avodarf® (dutasteride)@L = 1 capsule/day)
Dutaseride (compare to Avod®rt
QL =1 capsule/day

finasteride(compare to Prosc@b females; males age <

or contraindicatiorio at least two anticholinergic agents (e.g. scopolamine,
glycopyrrolate) AND The patient is 018 ye

LIMITATIONS: Coverage of botulinum toxins will not be approved for cosmt
use (e.g., glabellar lines, vertical glabellar eyebrow furrows, facial rhytides
horizontal neck rhytides, etc.). (BOTOX Cosmetic (onabotmitoxinA) is not
covered)

IMPORTANT NOTE: Botulinum neurotoxins are used to treat various disord
of focal muscle spasm and excessive muscle contractions, such as focal
dystonias. When injected intramuscularly, botulinum neurotoxins produce
presynapti neuromuscular blockade by preventing the release of acetylch¢
from the nerve endings. As a consequence of the chemistry and clinical
pharmacology of each botulinum neurotoxin product, botulinum neurotoxir
are not terchangeable, even among sametgper@roducts. Units of biologica
activity are unique to each preparation and cannot be compared or convel
into units of another. It is important that providers recognize there is no sa
dose conversion ragoi.e., one unit of BOTOX (onabotulinumtoxin
formerly type A) does not equal one unit of Myobloc (rimabotulinumtoxinB
formerly type B) does not equal one unit of Dysport (abobotulinumtoxinA)
does not equal one unit of Xeomin (incobotulinumtoxinA). Failure to
understand the unique characteristiEeach formulation of botulinum
neurotoxin can result in under or over dosage. It is expected that use of th
products will be based on each product's individual dosing, efficacy and s:
profiles.

Cardura, Cardura XL: The patient has had a documented side effect, allergy
treatment failure with two alpha blockers, one of which mustnedgc
doxazosin.

Flomax: The patient has had a documented side effect, allergy or treatment fi
with two preferred alpha blockers, one of which must be generic tamsulos

Rapaflo, Uroxatral: The patient has had a documented side effect, allergy or
treatment failure with two preferred alpha blockers. In addition, for approv
of Uroxatral, the patient must have a documented intolerance to generic
alfuzosin ER.

Avodart, dutasteride, Proscar: The patient has a diagnosis of BPH (benign
prostatic hypertrphy) AND the patient has a documented side effect, allerc
treatment failure to generic finasteride AND for approval of brand Avodart,
patient must have a documented intolerance to generic dutasteride.

Finasteride for males age < 45The patient haa diagnosis of BPH (benign

57



FINASTERIDE (compare to Prosc®) (QL = 1
tablet/day)

COMBINATION PRODUCT

45(QL =1 tablet/day)

ProscaP (finasterideQL = 1 tablet/day)

Dutaseride/tamsulosin (compare to J&tyn
(QL=1 capsule/day)

Jalyl

(dutasteride/tamsulosinQL = 1 capsule/day)

BULK POWDERS

http://dvha.vermont.gov/feproviders/coveredbulk-powdersdvhaweblist.pdf

DIGOXIN
DIGOXIN Oral Solution
LANOXIN ® (digoxin)

ALCOHOL DEPENDENCY

ACAMPROSATE
DISULFIRAM 250 mg, 500 mg tab (compare to
Antabuse’)

NALTREXONE oral

Preferred Agent after Clinical Criteria are Met
Vivitrol ® (naltexore for extendedelease injectable
suspension)

prostatic hypertrophy)

Dutasteride/tamsulosin, Jalyn:The patient has a diagnosis of BPH (benign

prostatic hypertrophy) AND the patient has a documented treatment
failure/inadequate response to combination therapy with geaerguiosin
and finasteride AND is unable to take tamsulosin and dutasteride as the
individual separate agents AND for approval of JaylIn, the patient must ha
documented intolerance to generic dutasteride/tamsulosin.

LIMITATIONS: Coverage of androgen hoome inhibitors will not be approved

for cosmetic use in men or women (mpktern baldness/alopecia or
hirsutism). (This includes Propecia (finasteride) and its generic equivalent
whose only FDA approved indication is for treatment of male pattern tsai) |
Current clinical guidelines recommend the use of Cialis (tadalafil) only in n
with concomitant erectile dysfunction or pulmonary hypertension. Medicai
programs do not receive Federal funding for drugs used in the treatment ¢
erectile dysfunctiorso Cialis will not be approved for use in BPH.

CARDIAC GLYCOSIDES

CHEMICAL DEPENDENCY

Antabus®* (disulfiram)

Antabuse The patient has had a documented intolerance to the generic equi

product
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(QL =1 injection (380 mg) per 30 days)

OPIATE DEPENDENCY

NALTREXONE oral buprenorphinesublingual TABLET (formey Subute)gFD
)

SUBOXONE® sublingual FILM QL = 3 tablets per day (2 mg strength) or 2 tablets/da
mg strength)

(buprenorphine/naloxone)
QL =2 films per day (8 mg strength), or
1 film per day (4 mg and 12 mg strengths) sublingual TABLET
(Maximum daily Dose = 16 mg/day, PA required for

over 16mg) day (2 mg sength)

(Maximum daily Dose = 16 mg/day)

Bunavail® QL= 1film per day(2.1/0.3mg, 6.1/1mg),
2films per day (4.2/0.7mg)

Zubsolv®(QL=1 film per day of all strengths)

*Maximum days supply for Suboxone is 14 dys*

. **Maximum days supply for oral
Note: Methadone for opiate dependency canonly b pyprenormphine/naloxone or buprenorphiael4

prescribed through llethadone Maintenance days**
Clinic

B o Probuphin® (buprenorphine) subdermal impld@L = 4
Vivitrol® (naltrexone for extendetelease injectable implants per 6 months) Maximum length of therapy-

suspension) (QL = 1 injection (380 mg) per 30 year
days)

Sublocade® (buprenorphine extendettase) injection
Maximum 30 day supply

(Maximum Daily Dose = 16 mg/day)
buprenorphine/naloxon@rmerly Suboxon@)

QL =2 tablets per day (8 mg strength) or 3 tablets per

CLINICAL CONSIDERATIONS: Prescriber must have a DATA 20@@iver ID
nunber (fAiX DEA Licenseo) in order to
buprenorphine/naloxone combination products used for the treatment of opioid
dependence. These products are not FDA approved for alleviation of pain. For tl
indication, please refer to the @ Analgesics PDL category.

Buprenorphine/naloxone: FDA Medwatch form has been submitted documenting

providerobserved reaction to Suboxone films severe enough to require

discontinuation (documentation of measures tried to mitigate/manage symptom:
required).

Bunavail, Zubsolv: FDA Medwatch form has been submitted documenting a

providerobserved reaction to both Suboxone films and buprenorphine/naloxone

tablets severe enough to require discontinuation (documentation of measures tr
mitigate/manageymptoms is required).

Buprenorphine: Patient is either pregnant and copy of positive pregnancy test hi

been submitted (duration of PA will be one 1 month post anticipated delivery dat

OR Patient is breastfeeding an opiate dependent baby and historthé

neonatologist or pediatrician has been submitted. Other requests will be conside

after a documented trial and failure of all oral buprenorphine/naloxone combinat
products.

Requests to exceed quantity limits or maximum daily doselocumentatiomust

be submitted detailing medical necessity for requested dosage regimen.

Probuphine: Patient must have achieved and sustained prolonged clinical sta
on transmucosal buprenorphine AND is currentlhbgon ma i nt en an ¢
8mg per day of Suboxofier it dés transmucosal
equivalent (defined as stable on
3 months or longer without any need for supplemental dosing or adjustme
AND theprovider and patient are both enrolled in the ProbuShREMS
program AND clinical justification must be provided detailing why the merr
cannot use a more cost effective buprenorphine formulatiote:

Probuphin& will be approved as a medical ben€LY and will NOT be
approved if billed through pharmacy point of sale. Probughinienot be
approved for new entrants to treatment. Initial approval will be granted for
months with extension considered for an additional 6 months (There is no
clinical experience with insertion of ProbupHiiieyond a single insertion in
each arm).

Sublocade:Diagnosis of opiate use disorder confirmed (will not be approved for
alleviation of pain) AND patient has been stabilized (clinically controlled cravi
and wihdrawal symptoms) on a steady dose of 8mg to 24mg of a transmuco.
buprenorphine product for at least 7 days AND clinical justification must be
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provided detailing why the member cannot use a more cost effective
buprenorphine formulatioNote: Approval wil be granted for 300mg monthly
for the first 2 months followed by a maintenance dose of 100mg thereafter fo
total length of approval not to exceed 6 monthmaintenance dose increase to
300mg will be considered for those patients who are able tat®ke 100mg
dose but do not demonstrate a satisfactory clinical response (including
supplemental oral buprenorphine dosing, documentation efepelfted illicit
opioid use, or urine drug screens positive for illicit opioid use). Once the patie
edablished on a maintenance dose, concurrent use of Sublocade and supple
oral buprenorphine dosing will not be permitt&liblocade must be dispensed
directly to a healthcare provider and will not be approved for dispensing to th
patient.

Vivitrol: There must be a documented trial of oral naltrexone to establish
tolerability AND Patient should be opiate free for 31D days prior to
initiation of Vivitrol. If the diagnosis is alcohol dependence, the patient shc
not be actively drinking at the tienof initial Vivitrol administration.

OPIATE WITHDRAWAL TREATMENT

Central Alpha Agonists Lucemyra® (lofexidine) Lucemyra: Indication for use is the mitigation of opioid withdrawal symptoms to

ClonidinelR tablets (compare to Catap®) Maximum length of therapy = 14 days facilitate abrupt opioid discontinu
patient is unable to tolerate clonidine due to significant side effects.

Note: Methadone for opiate dependency or withdray
can only be prescribed through a Methadone
Maintenance Clinic

OVERDOSE TREATMENT
NALOXONE HCL Prefilled luerlock needleless Limitations: Effective 4/1/17, Evzio® is not classified as a covered tpatient
syringe plus intranasal mucosal atomizing devi drug and is therefore not covered by Vermont Medicaid.

(Rescue kit)
NARCAN® (naloxone hcl) Nasal Spray
Quantity Limit = 4 singleuse sprays/28days

GASTROINTESTINAL AGENTS: CONSTIPATION/DIARRHEA, IRRITABLE BOWEL SYNDRQ®ESTRIPATION (IBSC), IRRITABLE
BOWEL SYNDROMBIARRHEA (IBSD), SHORT BOWEL SYNDROME, OPIOID INDUCED CONSTIPATION

Preferred Agents (No PA Required) Non-preferred Agents (PA Required)

Criteria_
Constipation: Chronic, IBS_C, or Opioid-Induced (Length of approval for non-preferred agents: Initial PA of 3 months and & 12 months thereafter

Bulk -Producing Laxatives

PSYLLIUM Linzes® (linaclotide) 72mcdQty limit =1 Linzess 72mcg: The patient is 18 years of age or older. AND The patient has
capsule/day) diagnosis othronic idiopathic constipation (CIC) AND the patient is unable

Osmotic Laxatives

- Relistof® (methylnaltrexone) tabie Qty Limit = 3 tolerate the 145 mcg dose

LACTULOSE

60



POLYETHYLENE GLYCOL 3350 (PEG]
Stimulant Laxative

BISACODYL

SENNA

Stool Softener

DOCUSATE

Miscellaneous

DICYCLOMINE

Guanylate CyclaseC Agonists

LINZESS® (linaclotide) 145mcg and 290mcg
(Qty limit = 1 capsule/day

CIC-2 Chloride Channel Activators

AMITIZA® (lubiprostone)
(Qty Limit =2 capsules/day)

Opioid Antagonists

MOVANTIK ® (naloxegol)(Qty limit=1 tablet/day)

Short Bowel Syndrome (SBS) (length of approval:

Relistor Tablets, Symproic: The patient is current using an opiate for at least 4
weeks AND has documented opiafiuced constipation ANDhe patient has
had adocumented side effect, allergy or treatment failure to a 1 week trial «
least 2 preferred laxatives, one of which must be from the Osmotic Laxati
categoryAND has had a documented side effect, allergy, or treatment failure
Amitiza and Movantik.

Relistor Injection: The patient must have documented opiaiuced
constipation and be receiving palliative care AND the patient must have h
documented treatment failure to a 1 week trial of 2 preferred laxatives fron
different laxative classes usgdcombination.

Trulance: The patient is 18 years of age or older. AND The patient has had a
diagnosis of chronic idiopathic constipation (CIC)AND The patient has ha
documented treatment failure to lifestyle and dietary modification (increase
fiber ard fluid intake and increased physical activity) AND The patient has
a documented side effect, allergy or treatment failure to a 1 week trial of a
least 2 preferred laxatives, one of which must be from the Osmotic Laxati
category AND the patient hétad a documented side effect, allergy or
treatment failure to Amitiza and Linzess.

tabs/day)

Relistof® (methylnatrexone) injection

Symproi® (naldemedine) (Qty limit=1 tablet/day)
Trulance (plecanatide) (Qty limit=1 tablet/day)

6 Months

Gattex® )(teduglutide) VialsMa x i mu m d Gattex: Patient has a diagnosis of short bayndrome AND Patient is receiving
specialized nutritional support administered intravenously (i.e. parenteral
nutrition) AND Patient is 18 years of age or older AND Patient does not hay
active gastrointestinal malignancy (gastrointestinal tractatodiary,
pancreatic), colorectal cancer, or small bowel cancer. NotapBeval
requires evidence of decreased parenteral nutrition support from baseline.

supply = 30 days

Antidiarrheal: HIV/AIDs (length of approval: initial approval 3 months, subsequent 1 year)

DIPHENOXYLATE/ATROPINE
LOPERAMIDE

Mytes® (crofelemer) 125 mg DR Tablets
QL =2 tablets/day

Mytesi: Patient has HIV/AIDS and is receiving angiroviral therapy AND Patient
is at least 18 years of age AND Patient requssesptomatic relief of
noninfectious diarrhea AND Infectious diarrhea (e.g. cryptosporidiosis, c.
difficile, etc.) has been ruled out AND Patient has tried and failed at least c
antidiarrheal medication (i.e. loperamide or atropine/diphenoxylate)

Antidiarrheal: IBSD (length of approval: initial approval 3 months, subsequent 1 year)

All products require PA

Alosetron (compare to Lotron&x

Lotronex® (alosetron)

Viberz® (eluxadoline)

Xermeld- (telotristat ethyl) (QL=3 tablets/day)

Lotronex/alosetron: The patient is a woman and has a diagnosis of severe diarrhe
predominant irritable bowel syndrome (IBS) with symptoms lasting 6 months ¢
longer AND has had anatomic or biochemical abnormalities of the Gl tract
excluded AND has not responded agkegly to conventional therapies loperamid
cholestyramine, and TCAO6s. For app
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SELECT PRODUCTS (length of approval: 1 year)

MONOPHASIC AGENTS:

Due to the extensive list of products, any
monophasic BCP not listed as npreferred is
considered preferred.

have documented intolerance to brand Lotronex.

Viberzi: The patient has a diagnosis of BBSAND does not have any of the followin
contraindications to therapy A) known or suspected biliary duct obstruction, or
sphincter of Oddi disease or dysfunction B) alcoholism, alcohol abuse, alcoho
addiction, or drink more than 3 alcoholic beverages/day C) a history of pancre
structuraldiseases of the pancreas D) severe hepatic impairment-RigldClass
C) AND has not responded adequately to conventional therapies loperamide,
cholestyramine, and TCAO®s.

Xermelo: The patient has a diagnosis of carcinoid syndrome diarrhea AND had a
inadequeate treatment response (defined as 4 or more bowel movements per
despite use of a lorarting somatostatin analog for at least 3 consecutive mont
AND the medication will be used in combination with a l@uging somatostatin
analog therapy. Faeauthorization, documentation showing a decrease in the
number of bowel movements per day is requikgate: Xermelo will not be
approved in treatment naive patients or as monotherapy.

CONTRACEPTIVES

Blisovi FE 24 (norethindrone/ethinyl estradiol/FE)
Brevicon28 (norethindrone/ethinyl estradiol)
Drospirenone/ethinyl estrid/levomefol

Gildesse fe (norethindrone/ ethinyl estradiol/FE)
Junel FE 24 (norethindrone/ethinyl estradiol/FE)
Lo-Estrin (norethindrone/ethinyl estradiol)
Lo-Estrin FE (norethindrone/ ethinyl estradiol/FE)
LoMedia FE (norethindrone/ ethinyl estradiol/FE)
Microgestin FE (norethindrone/ethinyl estradiol/FE)
Norinyl 1/35 (norethindrone/ethinyl estradiol)
Ogestrel (norgestrel/ethinyl estradiol)
Ortho-Cyclen28 (norgestimate/ethinyl estradiol)
Ovcon35/28 (norethindrone/ethinyl estradiol)
Rajani (drospirenonethinyl estradiol/levomefol)
Taytulla (norethindrone/ethinyl estradiol/FE)

Yaz (drospirenone/ ethinyl estradiol)

Yasmin 28 (drospirenone/ ethinyl estradiol)

Non-preferred agents: Trial with at least three preferred contraceptive products
including the preferred formulation of the requestedpi@fierred agent
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BIPHASIC AGENTS

BEKYREE (desogestrel/ethinyl estradiol)
DESOGESTREL ETHINYL ESTRADIOL
KARIVA (desogestrt ethinyl estradiol)

KIMIDESS (desogestrel/ethinyl estradiol)
NORETHIDRONE/ETHINYL ESTRADIOL 0.5/435
PIMTREA (desogestrel/ ethinyl| estradiol)
VIORELE (desogestrel/ ethinyl estradiol)

TRIPHASIC AGENTS
ALYACEN (norethindrone ethinyl estradiol)

ARANELLE (norethindrone/ethinyl estradiol)
CAZIANT (desogestrel/ ethinyl estradiol)
CYCLAFEM (norethindrone/ethinyl estradiol)
DASETTA (norethindrone/ethinyl estradiol)
ENPRESSEIévonorgestrel/ ethinyl estradiol)
LEENA (norethindrone/ethinyl estradiol)
LEVONEST (levonorgestrel/ ethinyl estradiol))
MYZILRA (levonorgestrel/ ethinyl estradiol)
NATAZIA (dienogest/estradiol valerate)

NECON 7/7/7 (norethindrone/ethiny! estradiol)
Norgesimate ethinyl estradiol

NORTREL 7/7/7 (norethindrone/ethiny! estradiol)
PIRMELLA (norethindrone/ethinyl estradiol)
TILIA FE (norethindrone/ethinyl estradiol/FE)
TRI-ESTARYLLA (norgestimate/ ethinyl estradiol)
TRI-LEGEST FE (norethindrone/ethinyl estradidt)
TRI-LINYAH (norgestimate/ ethinyl estradiol)

TRI-LO-ESTARYLLA (norgestimate/ethinyl estradiol

TRI-LO-MARZIA (norgestimate/ethinyl| estradiol)

TRI-LO-SPRINTEC (norgestimate/ethinyl estradiol)

TRINESSA (norgestimate/ ethinyl estradiol)
TRINESSA LO (norgstimate/ethinyl estradiol)
TRI-PREVIFEM (norgestimate/ ethinyl estradiol)
TRI-SPRINTEC (norgestimate/ ethinyl estradiol)
TRIVORA (levonorgestrel/ ethinyl estradiol)
VELIVET (desogestrel/ ethinyl estradiol)
EXTENDED CYCLE

AMETHIA LO (levonorgestrel/ ethinyl estradiol)
AMETHYST (levonorgestrel/ ethinyl estradiol)

Zenchent FE (norethindrone/ethinyl estradiol/FE)
Zovia 150(ethynodiol D/ ethinyl estradiol)

Azurette (desogestrel/ ethinyl estradiol)
Lo Loestrin FE(norethindronethinyl estradiol/FE)
Mircette (desogestrel/ ethinyl estradiol)
Necon 10/1128 (norethindrone/ ethinyl estradiol)

Non-preferred agents: Trial with at least three preferred contraceptive products
including the preferred formulation of the requestedprefierred agent

Cyclessa (desogestrel/ ethinyl estradiol)

Estrosep FE (norethindrone/ethiny| estradiol/FE)
Ortho-Novum 7/7/7 (norethindrone/ethinyl estradiol)
Ortho TriCyclen (norgestimate/ ethinyl estradiol)
Ortho TriCyclen LO (norgestimate/ ethinyl estradiol)
Tri-Norinyl (norethindrone/ethiny| estradiol)

Non-preferred agents: Trial with at least three preferred contraceptive products
including the preferred formulation of the requestedpi@fierred agent

Amethia (levonorgestrel/ ethinyl estradiol)
Daysee (levonorgestrel/ ethinyl esicdd

Non-preferred agents: Trial with at least three preferred contraceptive products
including the preferred formulatiaf the requested negpreferred agent
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ASHLYNA (levonorgestrel/ ethinyl estradiol) Fayosim (levonorgestrel/ ethinyl estradiol)
CAMRESE (levonorgestrel/ ethinyl estradiol) Quartette (levonorgestrel/ ethinyl estradiol)
CAMRESE LO (levonorgestrel/ ethinyl estradiol) Rivelsa (levonorgestrel/ ethinyl estradiol)
INTROVALE (levonorgestrel/ ethinyl estradiol 3MTH
JOLESSA (levonorgestrel/ ethinyl estradiol 3SMTH)
LEVONORGESTREL ETHINY. ESTRADIOL
TBDSPK 3 month
LO-SEASONIQUE (levonorgestrel/ ethinyl estradiol)
QUASENSE (levonorgestrel/ ethinyl estradiol 3aMTH
SEASONIQUE (levonorgestrel/ ethinyl estradiol)
PROGESTIN ONLY CONTRACEPTIVES
CAMILA (norethindrone) Ortho Micronor (norethindrone)
DEBLITANE (norethindrone)
ERRIN (norethindrone)
HEATHER (norethindrone)
JENCYCLA (norethindrone)
JOLIVETTE(norethindrone)
LYZA (norethindrone)
NORA-BE (norethindone)
NORETHINDRONE 0.35MG
SHAROBEL (norethindrone)
INJECTABLE CONTRAC EPTIVES
MEDROXYPROGESTERONE ACETATE 150MG  DepocProvera (IM) (medroxyprogesterone acetate)
(IM) VIAL/SYRINGE 150mg Susp vial/syringe
DEPOPROVERA 104 (SUBRY) SYRINGE
(medroxyprogesterone acetate)
VAGINAL RING

NUVARING® (etonogestrel/ethinyl estradivaginal
ring)

LONG ACTING REVERSIBLE CONTRACEPTIVES (LARCS)

KYLEENA (levonorgestrel) IlUD

LILETTA (levonorgestrel) IUD

MIRENA (levonorgestrel) IlUD

PARAGARD (copper) IUD

SKYLA (levonorgestrel) IUD

NEXPLANON (etonogestrel) Implant

TOPICAL CONTRAC EPTIVES

XULANE PATCH (norelgestromin/ ethinyl estradiol)

EMERGENCY CONTRACEPTIVES

Non-preferred agents:Trial with at least three preferred contraceptive products

including the preferred formulation of the requestedpi@fierred agent
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AFTERA (levonorgestrel)
ECONTRA EZ (levonorgestrel)
FALLBACK SOLO (levonorgestrel)
LEVONORGESTREL

MY WAY (levonorgestrel)

NEXT CHOICE (levonorgestrel)
OPCICON ONESTEP(levonorgestrel)
OPTION 2 (levonorgestrel)
REACT (levonorgestrel)

TAKE ACTION (levonorgestrel)
ELLA (ulipristal)

CORONARY VASODILATORS/ANTIANGINALS/SINUS NODE INHIBITORS

ORAL
ISOSORBIDE DINITRATEtablet (compare to

Isordi®)
ISOSORBIDE DINITRATEERtablet
ISOSORBIDE MONONITRATERablet
ISOSORBIDE MONONITRATEER tablet
NITROGLYCERIN SPRAY LINGUAL (compare to

Nitrolingual Pump Spra@)
NITROMIST™ Lingual Spray

NITROSTAT® (nitroglycerin SL tablet)

TOPICAL
NITRO-BID"™ (nitroglycerin ointment)
NITROGLYCERIN TRANSDERMAL PATCHES

(compare to NitreDur®)

SINUS NODE INHIBITORS

Dilatrate SR™ (isosorbide dinitrate SR capsule)

Isosor@ide dinitrate SL tablet

Isordil™* (isosorbide dinitrate tablet)

Nitrolingual Pump Spré&/

BiDil = (isosorbide dinitrate/hydralazine)

Ranexa’ (ranolazinelQuantity Limit = 3 tablets/day

(500 mg), 2 tablets/day

(1000 m@)))

Ranolazine tablet (conape to Ranexa®)
(Qty Limit = 3 tablets/day (500 mg), 2
tablets/day (1000 mg))

Nitro-Dur®* (nitroglycerin transérmal patch)

Corlanor® (ivabradine) (QL=60 tabs/30 days)

Dilatrate-SR, Isosorbide dinitrate S tablet, Isordil: the patient has had a side

effect, allergy, or treatment failure to at least two preferred agents.

Nitrolingual Pump Spray. the patient has had a side effect, allergy, or treatme

failure to Nitroglycerin spray lingual.

Bidil: The prescriber provides a clinically valid reason why the patient canno

isosorbide dinitrate and hydralazine as separate agents.

Ranexa Ranolagne: The patient has had a diagnosis/indication of chronic

angina. AND The patient has had a documented side effect, allergy, or
treatment failure with at least one medication from two of the following
classes: bethlockers, maintenance nitrates, or aaie channel blockers. AND
The patient does not have any of the following conditions: Hepatic
insufficiency, Concurrent use of medications which may interact with Rane
CYP450 3A4 inducers (rifampin, rifabutin, rifapentin, phenobarbital,
phenytoin,cara mazepine, St.Johnés wort)
verapamil, ketoconazole, protease inhibitors, grapefruit juice, macrolide
antibiotics) Note: doses of digoxin or drugs metabolized by CYP450 2D6
(TCAs, some antipsychotics) may need to be aejug used with Ranexa.
AND The dose requested does not exceed 3 tablets/day (500 mg) or 2
tablets/day (1000 mg).

Nitro-Dur: patient has had a side effect, allergy, or treatment failure to genel

nitroglycerin transdermal patches.

Corlanor Clinical Criteria:
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CORTICOSTEROIDS

CORTISONE ACETATE tablets
DEXAMETHASONE tablets, elixir, intensol, solution Celeston® (betamethasone) oral solution
DEXPAK® tabs (dexamethasone taper pack) Cortef® (hydrocortisone) tablets
HYDROCORTISONEab (compare to Con@b FIo-Prec?FD (prednisolone acetate) oral suspension
MEDROL® (methylprednisolone) 2mg tablets

METHYLPREDNISOLONE(compare to Medr@)
tabs

METHYLPREDNISOLONE DOSE PACKcompare
to Medrol Dose

Medrof®+ (methylprednisolone) tablets

Medrol Dose Pa@* (methylprednisolone) tabs
MiIIipred® (prednisolone) tablets

MiIIipred® (prednisolone sodium phos) oral solution

Pacl@) tabs ) Millipred pp® (prednisolone) dose pack tablets
ORAPREI® ODT (prednisolone sod phosphate) (a¢ ®* oral solution* dnis| doh
<12 yrs) Orapred®* oral solution* (prednislone sod phos)

PREDNISOLONE3 mg/ml oral solution, syrup Orapre(@ oDT

(compare to Prelo@)

(prednisolone

Diagnosis of stable, syrtgmatic heart failure AND

Left ventricular ejection f
Resting heart rate O 70 bpm
In sinus rhythm AND

Persisting symptoms despite maximally tolerated doses of bet
blockers or who have contraindication to beta blocker therapy

= =4 -4 —a -

: ORAL

Rayos: The patient has had a trial of generic immediate release prednisone ¢
has documented side effects that are associated with the later onset of ac
of immediate release predaise taken in the morning.

All Others: The patient has been started and stabilized on the requested
medication.
OR The patient has a documented side effect, allergy, or treatment failure
least two preferred medications. If a product hadBmated generic, one trial
must be the generic formulation.

<

Pediapre@* (prednisolone sod phosphate) oral solutior

prednisolone sodium phosphate oral solution 25 mg/5

PREDNISOLONE SODIUM PHOSPHATE mg/ml

) Rayo:gFD (prednisone) Delayed Release Tablet
oral solution

(Quantity limit = 1 tablet/dy)

VeriprecfFD 20 oral solution (prednisolone sodium
phosphate)

(compare to Oraprg%)
PREDNISOLONE SOD PHOSPHATE ORAL
SOLUTION 6.7mg/5ml

(5mg/5ml base) (compare to Pedia;@@ed
PREDNISONENtensol, solution, tablets

COUGH AND COLD PREPARATIONS

Hydrocodon
Tussione

chlorpheniramine (compare to

All generics
) (QL = 60 mI/RX)

MUCINEX ® (guaifenesin)

Tussione® (hydrocodone/chlorpheniraming)L = 60
mlI/RX)

Tussionex, TussiCaps, Hydrocodone/chlorpheniramine suspension (generic)
The patient has had a documented side effect, allergy, or treatment failure
two of the folowing generically available cough or cough/cold products:
hydrocodone/homatropine (compare to Hycodan), promethazine/codeine
(previously Phenergan with Codeine), guaifenesin/codeine (Cheratussin A
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Preferred After Clinical Criteria Are Met

BETHKIS® (tobramycin) inhalation solution

(Quantity Limit = 56 vi
supply = 56 days) (2 vials/day for 28 days, then
28 days off)

KITABIS® (tobramycin sol)
QL= 56vials/56days; ma
days; 2 vials/day for 28ays, then 28 days off)

ToBI® (tobramycin PODHaler capsules for
inhalation)

QL = 224 capsules/ 56 d
=56 days) (4 capsules twice daily for 28 days, the
28 days off)

TussiCap@ (hydrocodone/chlorpheniramingQL = 12 benzonatate. AND patient is 6 years old of age acxtgreAND The quantity
capsules/RX) requested does not exceed 60 ml (Tussionex) or 12 capsules (TussiCaps,

All other brands If the request is for Tussionex, the patient has a documented intolerance t
generic hydrocodone/chlorpheniramine suspension.
All Other Brands: The prescriber must provide a clinically valid reason for the
use of the requested medication including reasons why any of the generic
available preparations would not be a suitable alternative.

\

CYSTIC FIBROSIS MEDICATIONS

Bethkis, Kitabis, Pulmozyme:diagnosis or indication is cystic fibrosis

Cayston® (aztreonam) inhalation solution TOBI, tobramycin inhalation solutions: Diagnosis or indication is cystic fibrosi
(Quantity Limit = 84vials/56 days; maximum days and the patient has a documented failure or intolerance to Kitabis and Bet
supply = 56 days) Cayston: diagnosis or indication is cystic fibrosis and the patient has had a
(3 vials/day for 28 days, then 28 days off) documented failure, intolerance or inadequate nes@to inhaled tobramycin

Kalydeco® (ivacaftor) tablets therapy alone
(Quantity Limit = 2 t abl Kalydeco: The patient has a diagnosis of Cystic Fibrosis AND Patient has a
=30 days) mutation on at least one allele in the cystic fibrosis transmembrane
Kalydeco® (ivacaftor) packets conductance regulator gene(CFTR gene) shown to be responsive to idaylc
(Quantity Limit = 2 packets/day,mai mum day per FDA approval (documentation provided). ANCh e pati ent
supply = 30 days) Note: Renewal of Prior Authorization will require documentation of membe
response.
Orkambi® (lumacaftor/ivacaftor) (Quantity Limit= TOBI PODHALER: allowed after a trial of another form of inhaled tobramycir
120/30 days; max days supply=30 days) Orkambi/Symdeko: The patient has a diagnosis of Cystic Fibrosis AND
Initial Criteria
9 O 2 years of age for Orkambi or
Pulmozyme® (dornase alfa) inhalation solution 1 Patientmustbe determined to be homozygous for B3®8delmutation
(Quantity Limit =60/30 days; maximum days in the CFTR genasconfirmed by an FDAspproved CF mutation test
supply=30 days) (Orkambi and Symdeko) OR Patient has aatioh on at least one allele

in the CFTR gene shown to be responsive to tezacaftor/ivacaftor pe
FDA approval (Symdeko only)
1 Ifthe patient is under the age of 18, they must have undergone a be

Symdek® (tezacaftor/ivacabr and ivacaftor)
(Quantity Limit =56/28 days; maximum days supf

= 28 days) ophthalmic examination to monitor for lens opacitiesieats
1 Prescriber is a CF specialist or pulmonologist
TOBI® (tobramycin) inhalation solution Ongoing Approval Criteria
(Quantity Limit = 56 vials/56 days; maximum days i Patent hasstableor improved FEV1
supply = 56 days) 1 Patient has LFTs/bilirubin monitored every 3 months foffilseyearof
(2 vials/day for 28 days, then 28 days off) therapy and annually after the first year
T ALT or AST O 5 X the wupper | im
Tobramycin inhation solution(compare to Tobi®) upper limits of normal an d_ bil
(Quantity Limit = 56 vi: 1 For patients under the age of 18, have follow up ophthalmic exam a

least Il
supply = 56 days)(2 east annually

67



ACTINIC KERAT OSIS THERAPY

IMIQUIMOD 5% Cream
EFUDEXY" (fluorouracil) 5% cream
cArRAC® (fluorouracil) 0.5% cream

C=cream, F=foam, G=gel, L=lotion, O=ointment,
S=solution

ANTIOBIOTICS TOPICAL

Single Agent
BACITRACIN

MUPIROCIN OINTMENT (compatre to Bactrobg“)

Combination Products
BACITRACIN-POLYMYXIN

NEOMYCIN-BACITRACIN-POLYMYXIN

C=cream, F=foam, G=gel, L=lotion, O=ointment,
S=solution
ANTIFUNGALS: ONYCHOMYCOSIS

CICLOPIROX 8 % solution (comare to Penlac®

vials/day for 28 days, then 28 days off)

DERMATOLOGICAL AGENTS

Aldard® (imiquimod) 5 % Cream

Diclofenac Sodium 3 % Gel (compare to Sola@)ze
Qty Limit = 1 tube/30 days
Fluorouracillcompare to Efud&) 5% cream 5%, 2%
solution
Fluorouracil (compare to CARA% 0.5% cream
Picat®® (ingenol mebutate) 0.015 % Gel
Qty Limit = 3 tubes
Picat® (ingenol mebutate) 0.05 % Gel
Qty Limit = 2 tubes
Tolak® (fluorouracil) Cream
Zyclara (imiquimod) 3.75 % Cream
Qty Limit = 56 packets/6 weeks
Zyclara (imiquimod) 2.5%, 3.75 % Cream Pump
Qty Limit = 2 pumps/8 weeks

Centan)® Ointment (mupirocin)
GentamicinCream or Ointment

Mupirocin cream(compare to Bactrob@)

Cor’(ispcrin® Cream (neomycipolymyxin-
hydrocortisone)

Cortisporir® Ointment(bacitracimeomycinpolymyxin-
hydrocortisone)

All other branded products

Ciclodar? (ciclopirox 8% solution)

Aldara: the patient has a documented intolerance to generic imiquimod
Fluorouracil: The patént has a documented intolerance to brand Efudex or Cara
(depending on desired strength).

Picato: The diagnosis or indication is actinic keratosis AND The patient has h
documented side effect, allergy, contraindication or treatment failure with ¢
preferred topical fluorouracil product and generic imiquimod

Tolak, Diclofenac Gel:The diagnosis or indication is actinic keratosis AND Th
patient has had a documented side effect, allergy, contraindication or trea
failure with a preferred topical flwouracil product.

Zyclara Cream: The diagnosis or indication is actinic keratosis on the face or
scalp AND The patient has had a documented side effect, allergy, or treat
failure with 5fluorouracil and Aldara or generic imiquimod 5% cream. OR
The treament area is greater than 25 cm2 on the face or scalp. AND The
patient has had a documented side effect, allergy, or treatment failure witk
fluorouracil.

mupirocin cream, Centany Ointment: The patient has had a documented
intolerance with generic mupirocin ointrten

Cortisporin Cream or Ointment, Gentamicin Cream or Ointment: The patient
has had a documented sieléect, allergy or treatment failure with at least on
preferred generic topical antibiotic

Ciclodan, Jublia, Kerydin, Penlac Sol:The patient meets at leasoflthe
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Nail Lacquer) QL =6.6 ml/90 days

ANTIFUNGALS: TOPICAL

Single Agent

CICLOPIROX (compare to Loprc@) 0.77% C, Sus,
G; 1%Sh

CLOTRIMAZOLE1% C, S

KETOCONAZOLE (compare to Kur®, Nizora@)
2% C, 2% Sh

MICONAZOLE all generic/OTC products

NYSTATIN O, C, P (compare to Mycosta@m
Nystop® , NyamyéFD )

TOLNAFTATE (compare to Tinactif) 1% C, P, S

Combination Products

CLOTRIMAZOLE W/BETAMETHASONE
(compare to Lotrisone) C, L

C=cream, F=foam, G=gel, L=lotion, P=powder,
S=solution, Sh=shampoo, Sp=spray,
Sus=suspension

ANTIVIRALS: TOPICAL

ABREVA OTC (docosanol) 10% C
C=cream, O=ointment

Note: See Antinfectives: Antivirals: Herpes: Oral for

sitavig®

CORTICOSTEROIDS: LOW POTENCY

Penlac® Nail Lacquer (ciclopirox 8 % solution) QL =

6.6 ml/90
Kerydin®
Jublia® QL=48 weeks treatment

Ciclodan® (ciclopirox) C
Econazgle 1% C

Ertaczo® (sertaconazole) 2% C
Exeldem® (sulconazole) 1% C, S

Extina® (ketoconazole) 2% F
Ketoconazolécompare to Extin@) 2 % Foam
Lamisil RX/OTC® (terbinafine) 1% C, S, Sp, G
Luzu™ (luliconazole) 1% Cream

Mentax™) 1% C

Naftin® (naftifine) 1% & 2% C, 1%, 2% G
Nizora(®* (ketoconazoleP% Sh

Nystatin w/triamcinolone C, O

Nystop@ , Nyamyc™* (nystatin) P

Oxistaf® xiconazole) 1% C

Lotriso& * (clotrimazole w/betamethasone) C
Vusion~ (miconazole w/zinc oxide) O

(QL=50 g/30 days)

All other branded products

Notee PI| e as e mateldgieat Antifumgafs:D
Ony c h omy calepirex solutformand Penl
Nail Lacquer

Acyclovir (compare to Zovira@) 5% 0O
Denavi® (penciclovir) 1% C

Zovirax® (acyclovir) 5% C, O
Xerese® (acyclovir 5%/hydrocortisone 1%) C

following criteria: Pain to affected area that limits normal activity, Diabetes
Mellitus, Patient is immunocompromised, Patient has diagnosis of system
dermatosis, Patient has significant vascular compromise AND Documente
intolerance to genericiclopirox 8% solution.

LIMITATIONS: Coverage of Onychomycosis agents will NOT be approved
solely for cosmetic purposes. Kits with multiple drug products ordrag
items not covered.

All Non-Preferred Agents (except Vusion)The patient has had a documented
side effect, allergy, or treatment failure to at least TWO different preferred
generictopical antifungal agents. (If a product has an AB rated generic, on
trial must be the generic equivalent of the requested product.) OR The pat
has a contraindication that supports the need for a specific product or dos
form of a brand topical aritingal.

Vusion: The patient has a diagnosis of diaper dermatitis complicated by
documented candidiasis AND The patient is at least 4 weeks of age.AND
patient has had two trials (with two different preferred antifungal agents) u
in combination witha zinc oxide diaper rash product resulting in documente
side effects, allergy, or treatment failures.

Acyclovir, Denavir, Xerese, Zovirax: The patient has a diagnosis of oral herpe
simplex infection and a failure of booral antiviral and Abreva OTC AND for
approval of generic acyclovir ointment, the patient must also have docume
intolerance to brand Zovirax.

** Topical antiviral therapy offers minimal clinical benefit in the treatment of

genital herpes and its @iss discouraged by the CDC so topical antiviral
therapy will not be approved for this indication. **
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ALCLOMETASONE 0.05% C, O
FLUOCINOLONE 0.01% C, S, oflcompare to

Derma$S mootheSynaIa@)
HYDROCORTISONE
0.5%, 1%, 5% C; 1%, 2.5% L, 0.5%, 1%, 2.5% O
C=cream, F=foam, G=gel, L=lotion, O=ointment,
S=solution

CORTICOSTEROIDS: MEDIUM POTENCY

BETAMETHASONE DIPROPIONATHED.05% C, L,
o

BETAMETHASONE VALERATEO.1% C, L, O

BETAMETHASONE VALERATEO0.12% (compare
to Luxig®) F

FLUOCINQLONE 0.025% C, O (compare to
Synalar)

FLUTICASONE 0.05% C; 0.005% O (compare to
Cutivate™)

MOMETASONE FUROATE0.1% C, L, O, S

(compare to Eloco@)
TRIAMCINOLONE ACETONIDE0.025%, 0.1% C,
L,O

CORTICOSTEROIDS: HIGH POTENCY

AUGMENTED BETAMETHASONEO0.05% C, L
(compare to Diprolere AF)

BETAMETHASONE VALERATEO0.1% C, O

DESOXIMETASONEO0,05% C, G, O; 0.25% C, O
(compare to Topico@)

FLUOCINONIDEO0.05% C, G, O,

TRIAMCINOLONE ACETONIDEO0.5% C, O

C=cream, F=foam, G=gel, L=lotion, O=ointment,
S=solution

CORTICOSTEROQIDS: VERY HIGH POTENCY

cape® (fluocinolone) 0.01% shampoo CRITERIA FOR APPROVAL (NON -PREFERRED AGENTS): The patient
DermaSmooth&+ (fluocinolone 0.01%) oil hfas a documented side effect,_ a!lergy, or treatment failure to at least two
Desonaté (desonide) 0.05% G different preferred agents of similar poty. (If a product has an AB rated
Desonide).05% C,L,O (compare to DesOv#n generic, one trial must be the generic.)

DesOweft* (desonide) 0.05% C, L

Synala@* (fluocinolone) 0.01% S
All other brands

Clocortolone 0.1% C (compare to Clodetm CRITERIA FOR APPROVAL (NON -PREFERRED AGENTS): The patient
Clodernf® (clocortdone) 0.1% C has a documented side effect, allergy, or treatment failurdeasittwo
Cordraf® (all products) different preferred agents of similar potency. (If a product has an AB ratec

Cutivate™ (fluticasone) 0.05% L generic, one trial must be the generic.)
desoximetasone 0.05% C, O (compare to Top@c)ort

Elocorf®* (all products)
Flurandrenolide (compare to Cordran®) C, L, O

Fluticasondcompare to Cutiva@) 0.05%, L
Hydrocortisone Bytrate 0.1% CQ, S
Hydrocortisone Valerat@.2% C,0

Kenalcgg? (triamcinolone) Aerosol Spray
Luxig™ (betamethasone valerate) F

prednicarbatécompare to Dermat@)) 0.1%C, O
Semiv® (betamethasone dipropionate) 0.05% Spray

Synala@* (fluocinolone) 0.02% C, O
Topicor@* (desoximetasone) 0.05% C, O
Triamcinolone Aerosol Spray

Trianex™* (triamcinolone) 0.05% O

All other brands

Amcinonidé CRITERIA FOR APPROVAL (NON -PREFERRED AGENTS): The patient

Apexicon E” (diflorasone) 0.05% C has a documented side effect, allergy, or treatment failure to at least two

Diflorasone dacetated.05% C, O (compare to Apexicor igterent preferred agents of similar potency. (If a product has an AB ratec
E®) generic, one trial must be the generic.)

Diprol n&® AF* (augmented betamethasone) 0.05% C

Halo alcinonide) all products

Topicort™* (desoximetasone) 0.05% G; 0.25% C, O,
Spray

All other brands
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AUGMENTED BETAMETHASONEO0.05% C,L, O

(compare to Diproler@) 0.05% G

CLOBETASOL PROPIONATE (compare to
Temovat&/Corma¥) 0.05%, CG,0, S

HALOBETASOL PROPRIONATEcompare to

Ultravaté@)
C=cream, F=foam, G=gel, L=lotion, O=ointment,
S=solution

GENITAL WART THERAPY

IMIQUIMOD 5 % (compare to Alda@) cream

PODOFILOX SOLUTION(compare to Condyl&})

IMMUNOMODULATORS
Preferred after Clinical Criteria are Met

®
ELIDEL (pimecrolimus)
®
PROTOPIC (tacrolimus)

Note: please refer tDermatological Agents:
Corticosteroidscategory for preferred topical
corticogeroids.

Bryhali® (halobetasol propionate) L

Clobetasol propionatecompare to Clobe@) 0.05% L,
Sh, Spray

clobetasol 0.05% F (compare to Oulux®)

clobetasol propionate emulsi¢gcompare to Olux @)
0.05% F

ClobeX® (clobetasol propionate) 0.05% L, shampoo,
spray

Diprolené@* (augmented betamethasone) 0.05% L, O

Diprolen€AF 0.05% C

quoc&Sonide (cg@pare to Vanc@)o.l% C

Olux™ * /Qlux (clobetasol propionate) 0.05% F

Temovate™ (clobetasol propionate) 0.05% C, , O,

vano® (fluocinonide) 0.1% C

Ultravate® (halobetsol propionate) 0.05% C, O
All other brands

Aldara® (imiquimod) 5% cream
Condylox™ Gel (podofilox gel)

Condylox®* solution (podofilox solution)
Veregan® (sinecatechins ointment) (Quantity limit =
15 grams (1 tube)/per 30 days)

Zyclara® (imiquimod 3.75%) Cream
(Quantity limit = 56 packets)/per 8 weeks)
Zyclara® (imiquimod 3.75%) Cream Pump
(Quantity limit = 2 pumps/per 8 weeks)

Dupixen® (dupilumab)
Eucris& (crisaborole) Ointment
Pimecrolimus cream (compare to Elidel®)

Tacrolimis Ointmen{compare to Protopﬁ'%)

CRITERIA FOR APPROVAL (NON -PREFERRED AGENTS): The patient
has a documented side effect, allergy, or treatment failure to at least two
different preferred agents of similar potency. (If a product has ant&B ra
generic, one trial must be the generic.)

Condylox gel, Veregan:The patient has had a documented side effect, allergy
treatment failure with imiquimod.

Condylox Solution: The patient has had a documented intolerance to generic
podofilox solution.

Aldara cream: The patient has had a decanted intolerance to generic
imiquimod

Criteria for Approval (topical medications): The patient i ¢
AND has a diagnosis of atopic dermatitis (eczema). AND The patient has
a documented side effect, allergy, or treatment failure (defined as daily
treatment for at least one month) with at least one moderate to higicpot
topical corticosteroid within the last 6 months.

Note: Use in children less than 2 years of age is not indicated. Protopic oinme
0.1% is not indicated for use in children 2 to 15 years of age, only the 0.02
strength. Initial approval will be gréed for 6 months. For rapproval after 6
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SCABICIDES AND PEDICULOCIDES
SCABICIDES

PERMETHRINS5 % (compare to Elimif8) C

PEDICULICID ES (lice treatment)

PERMETHRIN1 % CR L

PIPERONYL BUTOXIDE AND PYRETHRINSS, S,
Sh

NATROBA® (spinosad 0.9 %§s
SKLICE® (Ivermectin 0.5 %)

C=cream, CR=créme rinse, G=gel, L=lotion, S=solution,
Sh=shampoo, Sp=spray, Ss=suspension

Elimite® (permethrin 5%) C

Eurax® (crotamiton 10 %), L
LindaneL

LindaneSh
Ma |l at Ih(éompare # Ovid®)

Ovide® (malathion)L

Spinosadcompare to Natrob&s

All other brand and generic Scabicides and
Pediculicides

months, the prescriber must submit documentation of clinical improvemen
symptoms. Renewals may be granted for up to 1 year.

Pimecrolimus, Elidel, Protopic, Tacrolimus additional criteria: The quantity
requestedloes not exceed 30 grams/fill and 90 grams/6 months. AND If tl
request is for generjgimecrolimus otacrolimus ointment, the patient has a
documented intolerance tbhebrandname equivalent.

Eucrisa additional criteria: The patient has had a docurte side effect,
allergy, or treatment failure (defined as daily treatment for at least one mo
with at least one preferred topical calcineurin inhibitor AND the quantity
requested does not exceed 60 grams/fill and 180 grams/ 6 months.

Dupixent:

f
f
f

Thepa i ent is O 18 years of age |
The patient has a diagnosis of moderate to seat@pic dermatitisND
The prescription is initiated in consultation with a dermatologist,
allergist, or immunologist AND

At least 10% of the bo@dyods sur
The patient has had a documented side effect, allergy, or treatment
failure (defined as daily treatment for at least one month) with at lea:
one moderate to high potency topical corticosteroid and one preferre
topical calcineurin inhibitor within theatt 6 months AND

The patient has had a documented side effect, allergy, or treatment
failure to at least one of the following systemic therapies: cyclosporil
azathioprine, methotrexate, mycophenolate, or tacrolimus

Initial approval will be granted for @ionths. For rapproval after 3
months, the prescriber must submit documentation of clinical
improvement in symptoms. Renewals may be granted for up to 1 ye

Non-preferred Scabicides:The paient has had a documented side effect or
allergy to permethrin cream or treatment failure with two treatments of
permethrin cream.

Non-Preferred Pediculicides:The patient has had a documented side effect ol
allergy to OTC permethrin and piperonyl butoxated pyrethrins and one
treatment of Natroba or Sklice OR treatment failure with two treatments of
OTC permethrin and/or piperonyl butoxide and pyrethrins and one treatme
Natroba or Sklice. For approval of Ovide® Lotion, the patient must also h
adocumented intolerance to the generic equivalent product.
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Intranasal
All products Require PA

Oral

DESMOPRESSIN

MONITORS/METERS

Please refer to the DVHA website for covered
Diabetic testing supplies.

http://dvha.vermont.gov/feproviders/vermont
pdshanuary2019.pdf

TEST STRIPS/LANCETS

DIABETIC TEST STRIPS

Please refer to the DVHA website for covered Diabetic
testhg supplies.

DESMOPRESSIN: INTRANASAL/ORAL

DDAVP® (desmopressin) Nasal Solution or Spray  cRITERIA FOR APPROVAL:
0.01%

DesmopressiiNasal Solution or Spray 0.01 % fapare Intranasal (exceptas indicated kelow): The diagnosis or indication for the

to DDAVP®) requested medication is (1) Diabetes Insipidus, (2) hemophilia type A, or (
Nocdurn® (desmopressin) SL tablets Von Willebrand disease AND If the request is for brand DDAVP, the patier
Qty limit=1 tablet/day has a documented intolerance to generic desmopressin sg@ytin.
NoctivéF (desmopressin) Nasal Spray Oral: The diagnosis or indication for the requested medication is (1) Diabetes
Stimat® (desmopressin) Nasal Solution 1.5 mg/ml Insipidus and/or (2) primary nocturnal enuresis AND The patient has had i
@ _ documented intolerance to generic
DDAVP™ (desmopressin) tablets desmopressin tablets

Nocdurna, Noctiva: Patient isO18 years of age (Nocduma)@ 50 year s
(Noctiva)AND the indication for use is the treatment of nocturia due to noctut
polyuria (defined as nighttime urine production exceeding 1/3 of the@durine
production) causing patient to awaken mthran 2 times per night to void for at
least 6 months AND patient has eGFR > 50ml/min/1.73m2 AND patient does
have increased risk of severe hyponatremia (e.g. concomitant use of loop dit
or corticosteroids, diagnosis of CHF, or uncontrolled hgnsion) AND serum
sodium concentrations are normal before stattiegapy AND patient has had a
documented intolerance to generic desmopressin tablets.

LIMITATIONS: Desmopressin intranasal formulations will not be approved f

the treatment of primanyocturnal enuresis (PNE) due to safety risks of
hyponatremia. Oral tablets may be prescribed for this indication.

DIABETIC TESTING SUPPLIES

CRITERIA FOR APPROVAL: The prescriber demonstrates that the patient |
a medical necessity for clinically significantferes that are not available on
any of the preferred meters/test strips.

LIMITATIONS: Talking monitors are not covered under the pharmacy benel

CRITERIA FOR APPROVAL: The prescriber demonstrates that the patient |
a medical necessity for clinically significant features that are not available
any of the preferred meters/test strips.

LIM ITATIONS: Talking monitors are not covered under the pharmacy benel
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LANCETS

All brands and store brands

ENDOMETRIOSIS AGENTS

Lupaneta PackE (1 eupr ol Orilissa® (elagolix) tablets Orilissa: Patient has a diagnosis of modeisevere endometriosis pain and has a
suspension and norethindrone acetate tablets) documented side effect, allergy, or treatment failure to at least TWO medication:
QL = 3.75 mg kitmonth or 11.25 mg kit/3 at least 2 different classes (oral contraceptives, NSAIDs, progestins, and GhnRH
months agonists)Note: Approval for 200mg dose will bénited to 2 tablets/day for a
Lupron Depot® (leuptide acetate for depot maximum of 6 months. Approval for 150mg dose will be limited to 1 tablet/day.
suspension) Initial approval Wil be granted for 6 months. Forapproval, the patient must have
QL = 3.75 mg kit/month or 11.25 mg kit/3 documentation of clinical improvement and lipid and bone ralrEnsity (BMD)
months monitoring. Maximum length of therapy 2 years.

Synarel® (nafarelin acetate) nasal solution
Zoladex® (goserelin acetate) implant
QL = 3.6 mg/month

EPINEPHRINE: AUTGNJECTOR

EPINEPHRINE INJ (compare to Epipérf) Epinephrine Inj 0.15mg (epinephrine 0.15mg/0.15ml Epipen, non-authorized generics:The patient must have a documented
(authorized generic, Mylan labeler code 49502 is (1:1000)) intolerance to the authorized generic epinephrine.
the only preferred form) 0.15mg (epinephrine Epinephrine Inj 0.3mg (epinephrine 0.3mg/0.3ml Limitations: Auvi-Q® is not classified as a covered outpatient drug and is
0.15mg/0.15m (1:000)) (1:1000)) therefore not covered by Vermont Medicaid
' ' ) ) ) Epiper? 2-PAK inj 0.3mg (epinephrine 0.3mg/0.3ml
EPINEPHRINE INJ (compare to Epip8n(authorized (1:1000))

generic, Mylan labeler code 49502 is the only Epipend® 2-PAK inj 0.15mg (epinephrine
preferred form) 0.3mg (epinephrine 0.3mg/0.3ml 0.15mg/0.3ml (1:1000))

(1:000))

ESTROGENS: VAGINAL

Estradiol
ESTRACE VAGINAL® Cream

ESTRlN(%Vaginal Ring
VAGIFEM™ Vaginal Tablets

Conjugated Estrogens ®
PREMARIN VAGINAL™ Cream
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Estradiol ;%etate
FEMRING™ Vaginal Ring

Preferred After Clinical Criteria Are Met

HUMIRA® (adalimumab)

Quantity limit = 6 syinges/28 days for the first month
( Cr o h n b6kit);2 sytinges/28alays
subsequently

REMICADE® (infliximab)

GASTROINTESTINAL
INFLAMMATORY BOWEL DISEASE INJECTABLES ( Initial approval is 3 months; renewals are 1 year)

Cimzia® (certolizumab pegol)

Quantity limit = 1 kit/28 days

Inflectra® (infliximab-dyyb) biosimilar to Remicade
Entyvio® (vedolizumab)

Quantity limit = 300mgX 3/42 days, 300mg X 1 every

days thereafter
Renflexi§ (infliximab-abda) biosimilar to Remicafle

Simpon® (golimumab) SC

3 of 100mg prefilled syringe or autoinjector X 1, then
100mg/28days

Stelar® (ustekinumab)

Tysabr@ (natalizumab)

Clinical Criteria (Crohndés Disease
Humira, Remicade, Cimzia, Tysabri, Entyvio, Inflectra, Renflexis, Stelara:
T Patient has a diagnosis of Cro
stabilized on the medication. OR
1 Diagnosis i s mod ediseaseandatdeass 2oftieer
following drug classes resulted in an adverse effect, allergic reactior
inadequate response, or treatment failure (i.e. resistant or intolerant
steroids or immunosuppressants): aminosalicylates, antibiotics,
corticosterais, and immunomodulators such as azathioprine, 6
mercaptopurine, or methotrexate. Note: Humira and Cimzia have bt
shown to be effective in patients who have been treated with inflixim
but have lost response to therapy.
Cimzia additional criteria:
1 Patent age > 18 years AND
1  The prescriber must provide a clinically valid reason why Humira cai
be used.
Inflectra/Renflexis additional criteria:
1 The prescriber must provide a clinically valid reason why Humira an
Remicade cannot be used.
Tysabri additional criteria:
1 The patient has a documented side effect, allergy, treatment failure,
contraindication to BOTH, Remicade and Humira.
Entyvio, Stelara additional criteria:
1 Patient age > 18 years AND
1 The patient has a documented side effect, allergy, treafaikme
(including corticosteroid dependence despite therapy), or
contraindication to BOTH Remicade and Humira
1 Note: Initial IV dose for Stelara will be approved through the medica
benefit. All subsequent subcutaneous doses may be approved throu
the tharmacy benefit with quantity limit of 90mg every 8 weeks
Clinical Criteria (Ulcerative Colitis)
Humira, Remicade:
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H.PYLORI COMBINATION THERAPY

Lansoprazole, amoxicillin, clarithromycin (compar
to Prevpac®)
(Quantity limit = 112 caps & ths/14 days)

H-2 BLOCKERS

FAMOTIDINE (compare to Pepé@) tablet
RANITIDINE (compare to Zantg%) tablet

OmeclamoxPak® (omeprazole, clarithromycin,
amoxicillin)
(Quantity limit = 80 caps & tabs/10 days)

Prevpac® (lansoprazole, amoxicillin, clarithromycin)

(Quantity limit = 112 caps & tabs/14 days)

Pylera® (bismuth subcitrate, metronidég,
tetracycline) capsules

(Quantity limit=120 capsules/10 days)

Cimetidine(compare to Tagamet®) tablet

Pepci®* (famotidine) tablet
ranitidinecapsule

1 Patient has a diagnosis of Ulcerative Colitis and has already been
stabilized on the medication. OR

1 The patient has a diagnosis of Ulcerat@olitis and has had a
documented side effect, allergy or treatment failure with at least 2 of
following 3 agents: aminosalicylates (e.g. sulfasalazine, mesalamine
etc), corticosteroids, or immunomodulators (e.g. azathioprine, 6
mercaptopurine, cycgporine, etc.).

Entyvio, Simponi:

1 Patient has a diagnosis of ulcerative colitis and has already been
stabilized on the drug OR

1 Age > 18 years AND a diagnosis of ulcerative colitis AND

1 has demonstrated corticosteroid dependence or has had an inadeqt

reponse to or failed to tolerate oral aminosalicylates, oral
corticosteroids, azathioprine, omdercaptopurine AND the prescriber
must provide a clinically valid reason why Humira and Remicade cal
be used.

Inflectra/Renflexis:

il

The patient has a diagnosi§UIcerative Colitis and has had a
documented side effect, allergy or treatment failure with at least 2 of
following 3 agents: aminosalicylates (e.g. sulfasalazine, mesalamine
etc), corticosteroids, or immunomodulators (e.g. azathioprine, 6
mercaptpurine, cyclosporine, etc.) AND the prescriber must provide
clinically valid reason why Humira and Remicade cannot be used.

CRITERIA FOR APPROVAL: The patient has a documented treatment failu
with Lansoprazole, amoxicillin, clarithromycin combo package.

Nizatidine capsule, Pepcid tablet, ranitidine capsule, Zantac tablet§he
patient has &d a documented side effect, allergy, or treatment failure to at
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SYRUPS AND SPECIAL DOSAGE FORMS
CIMETIDINE ORAL SOLUTION

RANITIDNE syrup (compare to Zant@()

Zanta®+ (ranitidine) tablet
famotidine(compare to Pepc%) oral suspension
Nizatidine AOral
Pepci(@ (famotidine) Oral Suspension

INFLAMMATORY BOWEL AGENTS (ORAL & RECTAL PRODUCTS)

MESALAMINE PRODUCTS
Oral

APRISO® (mesalamine capsule exded release)

DELzICOL;® (mesalamine capsule delayeslease)

(QL =6 capsules/day)

LIALDA® (mesalamine tablet extendezlease)
PENTASA ER ® 250mg (mesalamine cap CR)

Rectal
CANASA® (mesalamine suppository)
MESALAMINE ENEMA (compare to Rowa)

CORTICOSTEROIDS
ORAL

BUDESONIDE 24HR (compare to Entocort @9:
QL = 3 capsules/day

RECTAL

UCERIS RECTAL FOAM (budesonide)
OTHER

BALSALAZI@E (compare to CoIaz@I)
DIPENTUM™ (olsalazine)

SULFAZINE

SULFAZINE EC

SULFASALAZINE (compare to Azu Ifidin@)
SULFASALAZINE DR

PROKINETIC AGENTS

Asacol HB® (mesalamine tablet delayed release)

Pentasa ER (mesalamine cap CR) 500mg

Sfrowas® (mesalamine enema sulfite free)

Entocort E(;®* (budesonide 24 hr cap)
QL = 3 capsules/day

Uceris~ (budesonide ) ER Tatile

QL =1 tablet/day

Azulfidine® (sulfasalazine)
ColazaP* (balsalazide)

Giazd® (balsalazide disodium) tablet
QL = 6 tablets/day

Lyl utic

one preferred medication. If a medication has an AB rated generic, the trie
must be the generic formulation. For approval of ranitidine capsules, the
patient must have had a trialrahitidine tablets.

Famotidine Oral Suspension, Nizatidine Oral Solution, Pepcid Oral
Suspension: The patient has had a documented side effect, allergy, or
treatment failure to ranitidine syrup or cimetidine oral solution. If a medica
has an AB rate generic, there must have been a trial of the generic
formulation.

Cimetidine tablet current users as of 05/29/2015 would be grandfathered

Azulfidine, Colazal: patient has had a documented intolerance to the generic
equivalent of the requested medication.

Asacol HD: The patient has had a documented side effect, allergy, or treatmq
failure 2 preferred oral mesalamine products.

Entocort EC/Uceris ER tab: The patient had a documented intolerance to the
generic budesonide 24 hr capsules.

Giazo: The diagnosiss ulcerative colitis AND The patient is male and > 18 yee
old. AND The patient has a documented intolerance to generic balsalazic

Pentasa 500mg The patient must be unable to adhere to a dosing regimen
comprised of Pentasa 250mg capsules resutftisggnificant clinical impact.

Sfrowasa: The patient has had a documented intolerance to mesalamine ene

LIMITATIONS: Kits with nondrug products are not covered.
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Tablets
METOCLOPRAMIDEtabs (compare to Regf&h

Oral Solution
METOCLOPRAMIDE (formerly Regla@) oral sol

Orally Disintegrating Tablets
PROTON PUMP INHIBITORS

ORAL CAPULES/TABLETS

OMEPRAZOLERX capsules (compare to Prilo%c
(Quantity limit = 1 capsule/day)

PANTOPRAZOLEtablets (compare to Protofiy
(Quantity limit=1 tab/day)

LANSOPRAZOLEgeneric RX capsules (compare tc
Prevacid”) (Quantity limit = 1 cap/day)

SUSPENSION & SPECIAL DOSAGE FORMS
Nexium® (esomeprazole) powder for suspension (e
<12 years)

Reglar@* (metoclopramide)

Aciphex? (rabeprazole) tablefQuantity limit=1 tab/day)

Dexilan® (dexlansoprazole) capsul@uantitylimit=1
cap/day)

Esomeprazole (compare to Nexi®ingQuantity limit = 1
cap/day)

Nexiunf® (esomeprazole) capsulegQuantity limit=1
cap/day)

omeprazolegeneric OTC tabletQuantity limit=1
tab/day)

omeprazole magnesiugeneric OTC 20 mg capsules
(Quantity limit=1cap/day)

omeprazole/sodium bicarb capsules RX (compare to
Zegeric@) (Quantitylimit=1 cap/day)

Prevaci® RX (lansoprazole) capsuléQuantity limit=1
cap/day)

Prevaci® 24 hr OTC (lansoprazole) capsu(€iantity
limit=1 cap/day)

Prilosec OTC” 20mg (omeprazole magnesium) tablets
(Quantity limit = 1tablet/day)

Prilosec™ RX (brand) (omeprazole) capsul@uantity
limit=1 cap/day)

Protonix® (pantoprazole) tabletQuantity imit=1
tab/day)

rabeprazole (compare to Acipﬁ'%ytatiets (Quantity
limit = 1 tab/day)

Zegerid RX® (omeprazole/sodium bicarb) caps, oral,
suspensiofQuantity imit=1 cap/day)

Aciphe@ Sprinkle (rabeprazole) DR Capsule

Reglan: The patient has had a documented intolerance to generic metoclopr:
tablets.

Nexiumpovder f or suspensi on ( fThepatignghas ae
requirement for a nerolid oral dosage form (e.g. an oral liquid, dissolving
tablet or sprinkle).

Prevacid Solutabs, Prilosec packet, and Protonix packeThe patient has a
requirementdr a nonsolid oral dosage form (e.g. an oral liquid, dissolving
tablet or sprinkle). AND the member has had a documented side effect, a
or treatment failure to Nexium powder for suspension.

Aciphex Sprinkle: The patient has a requirement for a +smfid oral dosage form
AND The member has had a documented side effect, allergy, or treatmen
failure to omeprazole capsule opened and sprinkled omeprazole or lansoy
suspension or Prevacid solutab.

Other non-preferred medications: The member has dea documented side
effect, allergy, or treatment failure to Omeprazole RX generic capsules,
Lansoprazole RX generic capsules, and Pantoprazole generic tablets. If t
request is for Prevacid 24 hr OTC or Prevacid RX, the patient must also h
documened intolerance to lansoprazole generic RX capsules. If the reques
for brand Zegerid RX capsules, the patient must also have a documented
intolerance to the generic equivalent.

CRITERIA FOR APPROVAL (twice daily dosing):

Gastroesophageal Reflux Diseas(GERD)i If member has had an adequate tr
(e.g. 8 weeks) of standard once daily dosing for GERD, twice daily dosing
be approved.Note: Approval of twice daily dosing for GERD s limited to 1:
weeks. For continuation after 12 weeks, there mustdecumented attempt t
taper to once daily dosing of a PPI with an adjunctive H2 Blocker. The dos
oflongt er m PPI1 6s s h o udvaluatedeso thaetheilowesti c ¢
effective dose can be prescribed to manage the condition.

Zollinger-Ellison (ZE) syndromei Up to triple dose PPl may be approved.

Hypersecretory conditions (endocrine adenomas or systemic mastocytosis)
Double dose PPl may be approved.

Erosive Esophagitis, Esophageal st
GERD) i Doubledose PPI may be approved.
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(Quantity limit=1 packet/day)

COLCHICINE CAPSULES
PROBENECID

(Quantity limit=1 cap/day) )
Nexium™~ (esomeprazole) powder for suspension (@gt
12 years)
(Quantity limit=1 packet/day)
Prevacid Solutalfs (lansoprazolefQuantity limit=1
tab/day)

Prilose® (omeprazole magnesium) pack®uantity
limit=2 packets/day)

Protoni@ (pantoprazole) packéRuantity limit=1
packet/day)

Treatment of ulcers caused by H. Pylori Double dose PPl may be approved
up to 2 weeks.

Laryngopharyngeal reflux i Double dose PPl may be approved.

LIMITATIONS: FirstLansoprazole® and Firbmeprazole Suspensiorit&
are not covered as Federal Rebate is no longer offered. Nexium 24HR O7
(esomeprazole) capsules OTC Plan Exclusitrese products are not coveret

"I 5#( %283 $)3%! 3% - %$) #! 4)/ . 3

Cerdelga (Quantity limit=2 caps/day)
Cerezyme® (imiglucexse for injection)
Elelyso® (taliglucerase alfa for injection)
Vpriv® (velaglucerase alfa for injection)
Miglustat (compare to Zavesca®)

(QL =max 3 caps/daily)
Zavesca® (miglustatJL = max 3 caps/daily)

**Maximum days supply per fill for all drug s is 14
days**

GOUT AGENTS

Colcrys® (colchicine) tablet
QL = 3 tablets/day (gout) or 4 tablets/day (FMF)

CRITERIA FOR APPROVAL: The diagnosis or indication is Gaucher dise¢
(GD) type I. AND The diagnosis has been confirmed by molecular or
enzymatic testing.

Age Limits

Elelyso, Vpriv: f or p a4 yieasold s o

Cerezyme: forpatientsO 2 years ol d

Cerdelga,Miglustat, Zavescaf or patients O 18 yea

Cerezyme/Vpriv additional criteria: Failure, intolerance or other
contraindication to enzyme replacement therapy with Elelyso

Cerdelga additional criteria:

1 Testing to verify if CYRDG6 extensive metabolizer (EM), intermediate
metabolizer (IM), poor metabolizer (PM), or if CYP2D6 genotype
cannot be determined

o Dose max: 84mg twice/day if EM or IM
o Dose max: 84mg/day if PM
0 Case by case determination if CYP2D6 cannot be determir

Miglustat, Zavesca additional criteria:
1 Forwhom enzyme replacement therapy is not a therapeutic option (
due to allergy, hypersensitivity, or poor venous access)

Colcrys, colchicine tablets:
Diagnosis or indication is Familial Mediterranean Fever (FMF) or Diagnd3iR
Diagnosis or indication is acute treatment of gout flar@be patient habad a
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ALLOPURINOL (compare to Zyloprint) Colchicine tablet§compare to Colcn@) documented side effect or treatment failure with at least one drug from the
COLCHICINEPROBENECID NSAID class OR the patient is not a candidate for therapy with at least on:
Duzalld® (lesinurad/allopurinol) drug form the NSAID class due to one of the following:

. - 1  The patient is 60 years of ager or older

M|t|gar_e® colchlcme). capsule QL= 2 capsule/day §  The patient has a history of Gl bleed
Zyloprim=* (allopurinol) L . . . .
Zuraneé)ic@ (lesinurad) 1 The patlfent is cu_rrently taking an anticoagulant (warfarin or heparin)
Uloric™ (febuxostatQL (40 mg tablets) = 1 tablet/day oral corticosteroid, or methotrexate. OR

Diagnosis or indication is prophylaxis of gout flares in adulise patient must
have a documentedt@ierance to colchicinecapsules.

Duzallo: The diagnosis or indication is treatment of symptomatic hyperuricem
associated with gout AND the patient has not achieved target serum uric ¢
levels (< 6mg/dl) with an allopurinol dose of at least 300mg anxebtat
80mg AND patient is unable to take Zurampic and allopurinol as athe
individual separate agents.

Mitigare capsules:the diagnosis or indication is prophylaxis of gout flares in
adults AND the patient must have a documented intolerance to colchicine
capsules.

Uloric: The diagnosis or indication is treatment of gout AND The patient has
a documented side effect, allergy, treatment failure or a contraindication tc
allopurinol. NOTE: Treatment failure is defined as inability to reduce serul
uric add levels to < 6 mg/dl with allopurinol doses of 600 mg/day taken
consistently. Additionally, renal impairment is not considered a
contraindication to allopurinol use.

Zurampic: The diagnosis or indication is treatment of symptomatic hyperuricemi
associged with gout AND the patient has not achieved target serum uric acid
levels (< 6 mg/dl) with an allopurinol dose of at least 300mg or febuxostat 80i
AND the medication is being used in combination with a xanthine oxidase
inhibitor (Zurampic is not recomemded for use as monotherapy).

Zyloprim: The patient has had a documented intolerance to generic allopurir

GROWTH STIMULATING AGENTS
GENOTROPIN

NORDITROPIN® Hﬂ?oati%’fq Criteria for Approval Pediatric: 1) The patient must have one of the following
Omniteop@ indications for growth hormoneé: Turner syndrome confirmed by genetic
Saizel® testing. [1 PradefWilli Syndrome confirned by genetic testing) Growth
Zomactor® deficiency due to chronic renal failure.Patient who is Small for Gestational
Specialized Indicationsi See Speific Criteria Age (SGA) due to Intrauterine Growth Retardation (IUGR)and catch up gr
Increlex® (mecasermin) not achieved by age 2 (Birth weight less than 25009 at gestatianaf &§7
Serostim® weeks or a birth weight or length below the 3rd percentile for gestational a

OR 11 Pediatric Growth Hormone Deficiency confirmed by results of two
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Colony Stimulating Factors

Fulphil aE (§noe) Gyriigé gr ast i
Granix® (thefilgrastim) Syringe

Neupogen® (filgrastim) Vial

Zorbtive®

Leukine® (sargramostim) MVia
Neulasta® (pedfilgrastim) Syringe
Neupogen® (filgrastim) Syringe

HEMATOPOIETICS

provocative growth hormone stimulation tests (insulin, arginine, levodopa,
propranolol, clordine, or glucagon) showing results (peak level) <10ng/ml.
The requested medication must be prescribed by a pediatric endocrinolog
pediatric nephrologist if prescribed for growth deficiency due to chronic rei
failure). 3) Confirmation of norlosure of epiphyseal plates-(ay
determining bone age) must be provided for females > age 12 and males
14. 4) Initial requests can be approved for 6 months. Subsequent reque!
be approved for up to 1 year with documentation of positisparse to
treatment with growth hormone.

Criteria for Approval Adult:  The patient must have one of the following

indications for growth hormone: Panhypopituitarism due to surgical or
radiological eradication of the pituitary. OR Adult Growth Hormone
Deficiency confirmed by one growth hormone stimulation test (insulin,
arginine, levodopa, propranolol, clonidine, or glucagon) showing results (p
level) <5ng/ml. Growth hormone deficient children must be retested after
completion of growth.

LIMITATIONS: Coverage of Growth Hormone products will not be approvec

for patients who have Idiopathic Short Stature.

HUMATROPE, NUTROPIN AQ, OMNITROPE, SAIZEN, ZOMACTON:

The patient has a documented side effect, allergy, or treatment failure to k
preferred agets.

Increlex: Member has growth hormone gene deletion AND neutralizing

antibodies

to growth hormone, OR primary insudiike growth factor (IGF1) deficiency
(IGFD), defined by the following: o Height standard deviation scof AND
Basal IGF1 standard deviation score-3 AND Normal or elevated growth
hormone |l evel Member is O 2 years
established in patients younger than 2), AND Member has open epiphysi
AND Member is under the care of an endocrinolbgisother specialist trainec
to diagnose and treat growth disorders.

Serostim: A diagnosis of AIDS associated wasting/anorexia
Zorbtive: A diagnosis of short bowel syndrome. Concomitant use of speciali

nutritional support (specialty TPN) Prescrptimust be issued by
gastroenterologist (specialist)

Leukine, Neulasta, Neupogen syringeNivestym, Zarxio syringe: The prescriber
must provide a clinically compellingason for the use of the requested medicatior
including reasons why any of tpesferred products would not be suitable
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Udenycak

Erythropoietic Stimulating Agents
Preferred After Clinical Criteria are Met

EPOGEN® (epoetin alpha)
PROCRIT® (epoeti alpha)
RETACRIT® (epoetin alphapbx)

AHF -Factor VII

AHF -Factor VIII
ADVATE®
HELIXATE FS®
HEMOFIL® M
KOATE®-DVI
KOGENATE F®
MONOCLATE-P®
NOVOEIGHT®
NUWIQ®
OBIZUR®
XYNTHA®

(pcbaw)f i | grastinm NivestymE-adfifVialgSyrmget i m
Zarxio® (filgrastimsndz) Syringe

Aranesp® (darbepoetin alfa)
Mircera® (methoxypolyethylene glycolepoetin beta)

Novoseveff RT

Adynovaté
Afstyla®
Eloctat®
Hemlibre®
Jivi®
Kovaltry®
Recombinat@

alternatives.

Aranesp, Procrit, Epogen, Retacrit:diagnosis or indication for the requested
medication is anemia due to one of the following: Chroitindy disease/renal failure
Postrenal transplant, use of zidovudine for the treatment of human immunodefici¢
virus (HIV) (other causes of anemia, such as iron/folate/vitamin B12 deficiency he
been eliminated), Surgery patients at high risk for periative blood loss, Cancer
chemotherapy, Use of ribavirin or interferon therapy for Hepatitis C, Myelodyspla:
syndrome. Hemoglobilevel at initiation of therapy is <10 g/dL OR for patients
currently maintained on therapy, hemoglobin level is < 11 gydlialysis patients with
chronic kidney disease, < 10 g/dL in Atialysis patients with chronic kidney diseast
or <12 g/dL in patients treated for other indications AND for approval of Aranesp
patient has had a documented side effect, allerdyeament failure to the preferred
agents.

Mircera: The diagnosis or indication for the requested medication is anemia due
chronic kidney disease/renal failure AND Hemoglobin level at initiation of ther:
is <10g/dl OR For patients currently maintaimedtherapy, hemoglobin level is
011 g/dL in dialysis patients -dalysih
patients with chronic kidney disease AND The patient has had a documented
effect, allergy, or treatment failure to the preferred agent

HEMOPHILIA FACTORS

Novoseven RTMedication is being used for the treatment of acute bleeding episc
in a patient with Hemophilia A or B with inhibitors OR Patient has congenital
Factor VII deficiency.

All Non-Preferred Products (except Hemlibra): The prescriber mst provide a
clinically compelling reason for the use of the requested medication includir
reasons why any of the preferred products would not be suitable alternative

Hemlibra: Patient has Hemophilia A with factor VIII inhibito®R patient has
Hemophiia A without factor VII inhibitors and the prescriber provides a clinical
compelling reason for use including reasons why any of the preferred product:
would not be suitable alternativééote: Hemlibra will not be approved for
breakthrough bleeding.
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AHF -Factor IX
ALPHANINE® SD
ALPROLIX®
BEBULIN®
BENEFIX®
MONONINE®

AHF -Von Willebrand Factor
ALPHANATE®

HUMATE-P®

WILATE®

AHF -Anti -Inhibitor Coagulation Complex

ENTECAVIR (compare to Baraclu@ig
VIREAD® (tenofovir disoproxil fumarate)

Idelvion®
Ixinity ®
Kcentrd®
Profilnine®
Rebinyn®
Rixubis®

VonvendP

Feiba®

All Non-Preferred Products: The prescriber must provide a clinically compelling
reason for the use of the requested nattio including reasons why any of the
preferred products would not be suitable alternatives.

All Non-Preferred Products: The prescriber must provide a clinically compelling
reason fothe use of the requested medication including reasons why any o
preferred products would not be suitable alternatives.

Feiba: medication is being used for the treatment of acute bleeding episodesir rc
prophylaxis in a patient with Hemophilia A or B with inhibitors.

HEPATITIS B AGENTS

Adefovir (compare to Hepsétp
Baraclud® (entecavir)

Epivir-HBV® (lamivudine)

Hepser8 (adefovir dipivoxil)

Lamivudine HBV (compare to EpiviHBV®)

Vemlidy® (tenofovir alafenamide fumarate)

Adefovir, Hepsera, Lamivudine HBV, Epivir-HBV: The prescriber must provide i
clinically compelling reason for the use of the requested medication including
reasons why any of the preferred products would not be suitable alternatives
for approval of brand Hepsera or EpiiBV, the patient has a documented
intolerance to the generiote: AASLD and WHO guidelines recommend thes
not be utilized first linelue to potential for the development of resistance.

Baraclude tabs: the patient has a documented intolerance to generic entecavir.

Baraclude suspensionthe patient has a medical necessity for asmlil oral dosage
form.

Vemlidy: the patient must havediagnosis of osteoporosis, renal insufficiency (Cr

< 60ml/min), or other contraindication to Viread such as chronic steroid use.

HEPATITIS C AGENTS

Initial PA: 3 months; subsequent maximum 3 months

RIBAVIRIN PRODUCTS
RIBASPHERE200 mg tabs
RIBAVIRINN 200 mg tablets

Moderiba® tablets Dose Pak (ribavirin)

Rebetol Oral Solution® (ribavirin 40 mg/ml)

Ribapak Dose Pack® (ribavirin)
ribavirin 200 mg capsules

Ribasphergl00 and 600 mg tabs(ribavirin)

Pegasys® (peginterferon al2a)QL=4 vials/28 days)

Non-preferred Ribavirin Brands/strengths: The patient is unable to use gener
ribavirin 200 mg tablets
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PEGINTERFERON PRODUCTS

PEGINTRON/PEGINTRON REDIPEN
(peginterferon alf&b) (QL=1 kit (4 pens per) 28

days)

PEGINTRON REDIPEN PAK 4 (peginterferon alfa
2b) (QL=1 kit (4 pens per) 28 days)

DIRECT ACTING ANTIVIRALS
PreferredAfter Clinical Criteria Are Met

EPCLUSA@A(sofosbuvir/velpatasvir)
MAVYRETE (glecaprevir/pibrentasvir)

Preferred After Clinical Criteria are Met

Berinerf® (human C1 inhibitor)
Haegard& (human C1 inhibitor)

Pegasys Convenience PAK®(piegerferon alfa
2a)QL=1 kit/28 days)
Pegasys Proclick (peginterferon afa)

Daklinza® (daclatasvir)

Harvoni® (ledipasvir/sofosbuvir)
Ledipasvir/sofosbuvir (compare to Harv8i
Sofosbuvir/velpatasvir (compare to Epclusa®)
Sovaldi® (sofosbuvir)

Viekira PAK® (ombitasvir, paritaprevir, ritonavir table

with dasabuvir tablet)
Vosevi® (sofosbuvir/velpatasvir/voxilaprevir)
ZepatieP (elbasvifgrazoprevir)

PegasysDiagnosis is hepatitis C AND the patient has a documented side effe
allergy or treatment failure to Pégtron

Direct Acting Agents: Daklinza, Epclusa, Harvoni,Ledipasvir/sofosbuvir,
Mavyret, Sofosbuvir/velpatasvir, Sovaldi, Viekira pak, Vosevi, Zepatier:

w Hep C PA form must be completed, and clinical documentation supplie
Combination therapy will be either appealvor denied in its entirety.
An infection for at least 6 months has been documented or can be
reasonably inferred.
Prescriber is, or has consulted with, a hepatologist, gastroenterologist «
infectious disease speciali€onsult must be within the pastar with
documentation of recommended regin@pecialist requirement will NOT
apply for patients meeting all the following: treatment naivesaiwhotic,
HBV negative, and HIV negative.

w See PA form for detailed requirements and for documentation reéquire
For approval of a nopreferred agent, the provider must submit clinical

documentation detailing why the patient is not a candidate for a preferred dir

acting agent regimen.

== A=

HEREDITARY ANGIOEDEMA MEDICATIONS

Cinryzé® (human C1 inhibitor)

(QL =20 vials/30days)

Firazy® (icatibant)

(QL =3 syringes (9 ml)/fill)

Kalbitor® (escallantide)

(QL =6 vials (2 packs) per fill)

Ruconest (reombinant C1 esterase inhibitor)
(QL =4 vialsfiill)
TakhzyroE
(QL = 2 vials/28 days)

(fy@dnadel umab

Berinert: The diagnosis or indication is treatment of an acute Hereditary
Angioedema (HAE) attack. (Approval may be granted so that 2 doses may
kept on hal.

Firazyr, Kalbitor, Ruconest: The diagnosis or indicain is treatment of an acute

Hereditary Angioedema (HAE) attack AND the patient has a documented sid

effect, allergy, treatment failure or contraindication to Berinert (Approval may

grantel so tha doses may be kept on had for Kalbitor or Ruconest and 3 dos
for Firazyr.)

Haegarda: The diagnosis or indication is prophylaxis of Hereditary Angioeder

(HAE) attacks.

Cinryze, Takhzyro: The diagnosis or indication is prophylaxis of Her@xgit
Angioedema (HAE) attacks AND the patient has a documented side effect,
allergy, treatment failure or contraindication to Haegarda OR the request is fc
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Kionex® (sodium polystyrene Konate) powder,
suspension
SPS® (sodium polystyrene sulfonate) suspension

(Initial 3 months, Renewal 1 year)

Cinryze in a patient between the ages-a6

HYPERKALEMIA AGENTS

LokelmaE (sodium zir coni Lokelma, VeltassaiThe patient requires therapy for the treattd nonemergent
Veltass& (patiromer sorbitex calcium) powder packets hyperkalemia and has a side effect, allergy, or contraindication to one prefer
(QL = 1 packet/day) sodium polystyrene sulfonate product.

IDIOPATHIC PULMONARY FIBROSIS (IPF)

Esbrie® (pirfenidone) QL =267mg tablets= 270 Clinical Criteria: Esbriet, Ofev
tabs/month, 801mg tablets=90o&month) o Age O 138
OfeV® (nintedanib) QL = 60 tabs/month) o Diagnosis of idiopathic pulmonary fibrosis (FFED-9 Code 516.31 or

ICD-10 code J84.112) as well as exclusion of other known causes c
Interstitial Lung Disease.

0 May not be used in combination with Ofeer Esbriet respectively.

0 The prescriber is a pulmonologist.

o0 Clinical documentation that the member is a+samker or has not
smoked in 6 weeks.

o FVCO 50% of predicted

0 AND one of the following

o0 High-resolution compted tomography (HRCT) revealing IPF
or probable IPF.
o0 Surgical lung biopsy consistent with IPF or probable IPF.
Reauthorization Criteria:

o Documentation the patient is receiving clinical benefit to E¥lorit
OfeV® therapy as evidenced by < 10% declineencent predicted FVC
of < 200mL decrease in FVC AND

0 There is clinical documentation that the member has remained teba
free.

IMMUNOLOGIC THERAPIES FOR ASTHMA

Cingaif® (reslizumab) Intravenous injection Xolair ®:
Fasenrd (benralizumab) subcutaneous injection Diagnosis of moderate to severe persistent asthma:
Quantity limit = 1 syringe every 28 days for 3 dose 1 The patient must be 6 years of age or older AND
then 1 syringe every 56 days 1  The patient has had a therapeutic failure or contraindication to an in
Nucal& (mepolizumab) subcutaneous injection corticosteroid (with or witbut chronic oral corticosteroid therapy), a
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Quantity limit = 1 vial every 28 days
Xolair® (omalizumab) subcutaneous injection vial
Quantity limit = 6 vials every 28 days

leukotriene receptor antagonist, and a lacting beteagonist AND

The prescriber is a pulmonologist, allergist, or immunologist AND
Patient has tested positive to at least one perennial aerollergen by s
blood test (i.e.: RAST, CAP, intracutaneous test) AND
Patient has a IgE level O 30 a
level O 30 and -10)pticd 0 Beginnidg thetapy (with
Xolair.

Diagnosis of chronic idiopathic urticaria:

f
f

1

The patient must be 12 years of age or older AND

The patienhas a therapeutic failure or contraindication to an H1
antihistamine (e.qg. cetirizine, fexofenadine) at double the daily dose
AND

The patient has therapeutic failure or contraindication to a leukotrier
receptor antagonist.

Limitations: Xolair use will notbe approved if requested for prevention of peal
related allergic reaction or in patients with a diagnosis of moderate to seve
persistent asthma who are currently smoking.

Fasenra, Nucala, Cinqgair:

il

f
f

The patient must be 12 years of age or older for Faf¢acala or 18
years of age or older for Cingair AND

The patient must have a diagnosis of severe persistent asthma with
eosinophilic phenotype as defined by-fmeatment blood eosinophil
count of O 150 cells per moctellsw
per mcL within 12 months prior to initiation of therapy AND

The patient has a history of 2 or more exacerbations in the previous
despite regular use of high dose inhaled corticosteroids (ICS) AND
inadequate symptom control when given in coraban with another
controller medication (longcting beta agonist {LABA} or leukotriene
receptor antagonist {LTRA}) for a minimum of 3 consecutive months
with or without oral corticosteroids. Pharmacy claims will be evaluat
to assess compliance withetrapy. AND

The patient has a pteeatment FEY < 80% predicted AND

The prescriber is an allergist, immunologist, or pulmonologist. AND

For continuation of therapy after the initial 3 month authorization, the pat
must continue to receive therapy withth an ICS and a controller
medication (LABA or LTRA) AND have either a decreased frequency of
exacerbations OR decreased use of maintenance oral corticosteroids Of
reduction in the signs and symptoms of asthma OR an increase in predic
FEV:1 from basele.

Limitations: Fasenr8, Nucal® and Cingaif will not be considered in patients
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AZATHIOPRINE tablet

CYCLOSPORINE capule

CYCLOSPORINE MODIFIED

MYCOPHENOLATE MOFETIL tablet, capsule,
suspension

MYCOPHENOLIC ACID delayed release tablet

SIROLIMUS tablet

TACROLIMUS capsule

ZORTRESS (everolimus) tablet

Preferred After Clinical Criteria Are Met
ILARIS® (canakinumab)

who are currently smoking, in combination with omalizumab, OR for treatn
of other eosinophilic conditions.

IMMUNOSUPPRESANTS, ORAL

AstagraP XL (tacrolimus) capsule

Azasa? (azathioprine) tablet

Cellcept® (mycophenolate mofetil) tablet, capsule,
suspension

Envarsu8 XR (tacrolimus) tablet

Gengra® (cyclosporine modified) capsule, solution

Imurarf (azathioprine) tablet

Myfortic® (mycophenolic acid) delayed release table

NeoraP (cyclosporine modiéd) capsule, solution

Prograf (tacrolimus) capsule

Rapamun® (sirolimus) tablet, solution

Sandimmune® (cyclosporine) capsule, solution

Criteria: The patient has been started and stabilized on the requested produ:
the patient has a documented sidedf allergy, or treatment failure to a
preferred agent (if a product has and AB rated generic, there must be a tri
the generic formulation).

INTERLEUKIN (IL)-1 RECEPTOR BLOCKERS

llaris: The diagnosis is CryopyriAssociated Periodic Syndrome (CAPS) OR T
diagnosis is Familial Cold Autoinflammatory Syndrome (FCAS), Familial
Mediterranean Fever (FMF)yderlgD periodic fever syndrome (HIDS),
Muckle-Wells Syndrome (MWS), or Tumor Necrosis Factor Receptor
Associated Periodic Syndrome (TRAPS) AND The patient is > 4 years ol
OR The diagnosis is systemic juvenile idiopathic arthritis (SJIA) with activ
systemic features and varying degrees of synovitis with continued disease
activity after initial therapy (Initial therapy defined as 1 month of anakinra
(Kineret), 2 weeks of glucocorticoid monotherapy (oral or IV) or one montt
NSAIDs). AND patient is 2 years of age.

Arcalyst: The diagnosis is CryopyrAssociated Periodic Syndrome (CAPS) O
The diagnosis is Familial Cold Autoinflammatory Syndrome (FCAS) OR TI
diagnosis is Mucki®Vells Syndrome (MWS) AND The patientis > 12 year:
old AND The patiehmust have a documented side effect, allergy, treatme
failure or a contraindication to llaris (canakinumab)

Note: Medical Records to support the above diagnosis must accompany the |
Authorization request. Authorization for continued use shall biewead at
least every 12 months to confirm patient has experienced disease stability
improvement while on therapy.

Arcalys€FD (rilonacept)(QL = 2 vials for loading dose,
then 1 vial per week)
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EXJADE®(deferasirox)
FERRIPRO)@(deferiprone)

BILE ACID SEQUESTRANTS

CHOLESTYRAMINE powder (compre to
Questraﬁ@)

CHOLESTYRAMINE LIGHT powder (compare to
Questran Ligi@)
PREVALITE powder(cholestyramine light)

COLESTIPOLtablets, granulefompare to

Colestio®)

WELCHOL® (colesevelam) tablets, powder packets
FIBRIC ACID DERIVATIVES

GEMFIBROZIL (compare to Lop@) 600 mg

FENOFIBRATE NANOCRYSTALIZED(compare to

Tricor®) 48 mg, 145 mg tablets
Quantity Limit = 1 tablet/day

IRON CHELATING AGENTS

Jaden@(deferasirox)

LIPOTROPICS

Colesevelam (compare to Welchol®)
Colestid® tablets, granules (colestipol)
Questrarrpowder (cholestyramine)

Questran Ligr@ powder (cholestyramine light)

Antard® (fenofibrate micronized) 43 mg, 30 mg, 90
mg, 130 mg

fenofibrate tabletécompare to Lofibrg tablets) 54 mg,
160 mg

fenofibrate capsulécompare to (Lipofe@) 50 mg, 150
mg

fenofibrate micronized capsuleompare to Lofibr
capsles) 67 mg, 134ng, 200 mg

fenofibrate micronizedcompare to Anta@) 43 mg,
130 mg

fenofibric acid (compare to Trilipix) 45mg, 135mg
delayed release capsule

fenofibric acid 35 mg, 105 mg

Quantity Limit = 1 capsule/day

Fenoglid(@ (fenofibrate MeltDose) 40 mg, 120 mg

Fibricor® (fenofibric acid) 35 mg, 105 mg

Jandend®: patient has had a documented siffect allergy or treatment failure tc
Exjad(,®; Jaden®will not be approved without compelling clinical reason w

Exjad(,® cannot be used as they are different forms of the same medicatiol

ColesevelamiThe patient has had a documented intolerance to the brand nar
equivalent.
Questran, Questran Light, Colestid: The patient has had a documented

intolerance to the preferred generic formulation.

Lopid: The patient has had a documented intolerance to generic gemfibrozil.

Antara, fenofibrate, fenofibrate micronized, fenofibric acid (all strengths),
Fenoglide,Fibricor, Lipofen, Tricor, Triglide, and Trilipix: The patient is
taking a statin concurrently and has had a documented side effect, allergy
treatment failure with preferred fenofibrate nanocrystallized. (If a product
an AB rated generic, there must have been a trial with the gémenialation.)
OR The patient has had a documented side effect, allergy, or treatment fa
to gemfibrozil and preferred fenofibrate nanocrystallized. (If a product has
AB rated generic, there must have been a trial with the generic formulatior
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Lipofen® (fenofibrate) 50 mg, 150 mg
Lopid® (gemfibrozil) 600 mg
Tricor® (fenofibrate nanocrystallized)48 mg, 145 mg

Triglide® (fenofibrate ) 50 mg, 160 mg
Trilipix (fenofibric acid) 45 mg, 135 mg delayed
release capsule

HOMOZYGOUS FAMILIAL HYPERCHOLESTEROLEMA (HoFH) AGENTS

All products require a PA

NICOTINIC ACID DERIVATIVES
NIACIN ®
NIASPAN™ (niacin extended release)

STATINS

ATORVASTATIN (compare to Ligior®)
CRESTOR (rosuvastin)

LOVASTATIN

PRAVASTAIN (compare to Pravachl
ROSUVASTATIN (compare to Crestdy
SIMVASTATIN (compare to Zocd)

Note: All preferred agents have a quantity limit of
1 tablet/day

MISCELLANEOUS/COMBOS

Juxtapic@ (lomitapide) Capsule

QL =5 and 10 mg caps (1 per day), 20 mg cap (3 per
day)

QL = 4 syringes(4 ml)/28 days

Maxi mum dayso6 supply per

Niacin extended releageompare to Niasp@\)

AltopreV® (lovastatin SR)

Fluvastatin

Fluvastath ER (compare to Lesc®XL)

LescoP XL (fluvastatin ER)

Lipitor® (atorvastatin)

Livalo® (pitavastatin)

Pravachd? (pravastatin)

ZocoP (simvastatin)

ZypitamagE (pitavastatir

Note: All non-preferred agents have a quantity limi
of 1 tablet/day except flastatin IR which has a
quantity limit of 2 tablets/day.

CRITERIA FOR APPROVAL: Patient has a diagnosis of homozygous famil

hypercholesterolemia (HoFH) AND Medication will be used as adjunct to
low-fat diet and other lipidowering treatments AND Patient does not have
any of the following contrainditai ons t o t herapy: 1
use with strong or moderate CYP3A
impairment or active liver disease including unexplained persistent abnorr
liver function tests AND Patient has tried and had an inagesponse,
intolerance or contraindication to BOTH atorvastatin and rosuvastatin. No
Reapproval requires confirmation that the patient has responded to theraj
(i.e. decreased LDL levels) AND the patient does not have any
contraindications to thapy.

CRITERIA FOR APPROVAL: The patient has a documented intolerance to 1

branded product.

Non-preferred agents (except as noted below)The patient must have a

documented side effect, allergy, or treatment failure to 3 preferred statins.
product has an AB rated generic, one tmaist be the generic formulation.

Zypitamag: The patient must have a documented side effect, allergy, or treatme

failure to 3 preferred statins AND clinical justification is provided documenting
why the patient is unable to use Livalo.

LIMITATIONS: Simvas tatin 80 mg: initiation of simvastatin 80 mg or titration

to 80 mg is not recommended by the FDA due to the increased risk of
myopathy, including rhabdomyolysis. Patients may only continue on this (
when new to Medicaid if the patient has been takigdose for 12 or more
months without evidence of muscle toxicity. If the request is for Zocor 80 |
the patient must have met the prior treatment length requirement and haw
documented intolerance to the generic equivalent
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Ezetimibe (compare to Zefix
(Qty Limit = 1 tablet/day)

PCSK9 INHIBITORS
Preferred After ClinicalCriteria are Met

PRALUENT® (alirocumab)
QL = 2ml (75mg injection every 2 weeks or
300mg every month)/ 28 days; Max-d8y

supply

Lovaza® (omegs-acid ethyl esters)
Omega3-acid ethyl estercompare to Lovaza®)
Vascepa® (icosapent ethyl)

(QL =4 capsules/day)

Zetia® (ezetimibe)

(Qty Limit = 1 tablet/day)
Ezetimibe/simastatin (compare to Vytoi)
Vytorin® (ezetimibe/simvastatin)

(QL =1 tablet/day)
Amlodipine/atorvastatincompare to Cadt@b
(Qty Limit = 1 tablet/day)

Caduet” (atorvastatin/amlodipine)

(Qty Limit = 1 tablet/day)

Repath@ (evolocumab) Sureclick, prefilled syringe
QL = 2ml (2 injections)/ 28 days; Max 2y
supply
Repath& (evolocumabPushtroni x E
QL = 3.5ml (One singlaise infusor and prefilled
cartridge)/ 28 days; Max 28ay supply

Zetia: patient must have a domented intolerance to the generic equivalent.

Lovaza, Vascepa, Omega-acid ethyl esters: The patient has been started anc
stabilized on this medication (Note: samples are not considered adequate
justification for stabilization.) OR The patient has lirggride levels > 500
mg/dL AND The patient has a documented contraindication, side effect,
allergy, or treatment failure to a fibric acid derivative and niacin. AND If the
request is for brand Lovaza, the patient has a documented intolerance to 1
generc equivalent.

Amlodipine/atorvastatin, Caduet: The patient is unable to take the individual
separate agents AND for approval of Caduet, the patient must have also t
documented intolerance to the generic equivalent.

Vytorin, ezetimibe/simvastatin: The patient has had an inadequate response
atorvastatin or rosuvastatin. AND If the request is for Vytorin 10/80, the ps
has been taking this dose for 12 or more months without evidence of mus
toxicity.

Criteria for approval:
1 Age > 18 years of ager > 13 and dx of homozygous familial
hypercholesterolemia (HoFH)
1  Concurrent use with statin therapy
1 Doamented adherence to prescribed lipid lowering medications for the
previous 90 days
1 Recommended or prescribed by a lipidologist or cardiologist
1 Inability to reach goal LDIC despite a trial of 2 or more maximum
tolerated dose of statins (one of which mhesatorvastatin or rosuvastatin
and ezetimibe 10mg daily
Additional criteria for the diagnosis of heterozygous familial
hypercholesterolemia (HeFH):(both are required)
1  Total cholesterol > 290 mg/dL OR LBC > 190 mg/dL AND one of the
following
0 Presencefdendon xanthoma®R
0 In Istor 29degree relativelocumented tendon xanthomas, Mi
age O 60 years or TC > 290
1  For approval of Repatha, the patient must have a documented side eff
allergy, or treatment failure with Praluent.

Additional crite ria for the diagnosis of clinical atherosclerotic cardiovascular
disease:
i History of MI, angina, coronary or other arterial revascularization, strok
TIA, or PVD of atherosclerotic origin
1  For approval of Repatha, the patient must have a documenteffsiie
allergy, or treatment failure with Praluent.
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GLYCOPYRROLATE 1 mg, 2 mg tablets (compare

Robinu@, RobinuIForte®)
KUVAN® (sapropterin)
PYRIDOSTIGMINE BROMIDE (Compare to
Mestinon)
RILUZOLE (Compare to Rilutek®)

PREFERRED AFTER CLINICAL CRITERIA ARE
MET

CARBAGLU® dispersible tablets (carglumic acid)
(Maximum days supply per fill = 14 days)
CRYSVITA® (burosumakiwza)

FABRAZYME (agalsidase beta) IV

Additional criteria for the diagnosis of homozygous familial
hypercholesterolemia (Repatha only):

1  Total cholesterol and LD{C > 600 mg/dL and TG within reference range
OR
1 Confirmation of diagnosis byege testing

MISCELLANEQOUS

Mestinon® Benylsta: The diagnosis or indication is actiggstemic lupus erythematosus
(SLE) AND The patient is positive for autoantibodies @nitlear antibody
Benlyst&® (belimumab) (ANA) and/or antidoublestranded DNA (artiilsDNA). AND The patient has
(Maximum days supply per fill = 28 days) had a documented inadequate response or intolerance to at least TWO of
Brineur& (cerliponae alfa) (QL=1 package per 14 day: following agents: NSAIDs, hydroxychloroquine, prednisone, azathioprine,
(Brineura Injhection, 2 vials of 150mg/5ml, and methotrexate, mycophenolate.
Intraventriculsr Electrolytes Injection, 1 vial of 5ml)) Note: The efficacy of Benlysta® has not been evaluated in patients with seve
Elapras® (idursulfaseQL = calculated dose/week) active lupus nephritis or severe active central nervous system lupus.tgent
has not been studied in combination with other biologics or intravenous
Cuvposgo oral solution (glycopyrrolate)* cyclophosphamide. Use of Benlysta is not recommended in these situatiol
Maximum days supplper fill is 30 days Initial approval will be granted for 3 months. For therapy continuation, clini

Gal af oldE (migalastat) (

8 . documentation must be sufiited documenting stable disease activity OR
Maxi mum daysd supply=28

reduction in disease activity or corticosteroid dose.

Hetlioz® (tasimelteon) 20 mg oral capsule Brineura: S
Quantity imit =1 capsule/day Maximum days supply ' Patientis 3 years of age or older AND
per fill is 30 days* 1  The diagnosis or indication is late infantile neuronal ceroid
Hydroxyprogesterone caproate 250mg/ial v lipofuscinosis type 2 (CLN2), confirmed byfiadéency of the lysosomal
(intramuscular injection) enzyme tripeptidyl peptidask(TPP1) (results of genetic testing must
Korlym® tablets (mifepristone) submitted AND
Quantity limit = 4 tablets/day 1  The prescriber is a neurologist or other physician specializing in
Luxtumnd® (voretigine neparvovexzyl) suspension for intraventricular administration

subretinal injection
(Quantity Limit = one injection per eye per lifetime)
Otrexup® or Rasuvo® Singldose auteinjector for
subcutaneous use

Note: Bineura will be approved as a medibahefit ONLY and will NOT be
approved if billed through pharmacy point of sale. Initial approval will be
granted for 3 months. Renewal may be granted for up to 12 months. For
therapy continuation, clinical documentation must be submitted document

(methotrexate) ) ] - ) )
(Quantity Limit = 4 syringes/28 days) improvement or maintenance of motor ability OR slower progression of dis
Myalept® (metreleptin) vial for subcutaneous injection than would otherwise be expected AND ald@d ECG evaluation is
QL=onevialday Maxi mum daysé s performedevery 6 months.

days) Carbaglu: The diagnosis or indication for the requested medication is
Radicav& (edaravone) IV injection hyperammonemia due d-acetylglutamate synthetase (NAGS) deficiency
Rilutek® (riluzole) AND The prescriber is a specialist in metabolic disorders (e.g., medical
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Signifor® (pasireotide) Ampule€QL (all strengths) = geneticist) or prescriber is in consultation with a specialist
2ml(2amps)daMa x i mum dayso s Crysvita

Soliris® (eculizumab)Quantity Limit = 12 vials(360 ml) f Patient is O 1 year of age AND
/ 28 days) Maxi mum days 1 Patient has a diagnosis ofliiked hypophosphatemia AND
Somatuline® Depot Injection (lanredé) (Quantity Limit 1  Medication is prescribed by or in consultation with an endocrinologist ¢
= 0.2 ml/i28 days (60 mg syringe), 0.3 ml/28 days (¢ nephrologist AND
mg syringe) and 0.5 ml/28 days (120 mg syringe)) 1 Patient has not received oral phosphate or vitamin D analogs within 1
TiglutikE (riluzole) su prior to starting therapy AND

1 Baseline fasting serum phosphasdevel is below the lower limit of the
laboratory normal reference range AND
1 Patientdoes not have severe renal impairment, defined as a GFR of <

Lysteda@ tablets (tranexamic aciQuantity limit = 30
tablets/28 days tranexamic agicbmpare to

Lys'-t_ede:®)_ ) | 30mL/min AND
Quantity limit = 30 tablets/28 days 1 Dose does not exceed 90mg every 14 days (pediatrics) or 90mg every
PalynziqE-pippegvaliase days (adults)

Spinraza (nusinersen) injection 12mg/Smi sirgglse vial - Note: Initial approval will be granted for 6 months. Renewal may be granted for t
X_a t mepkE (A methotrexate) 1 year. For therapy continuation, patient must have disease response as indi
ZinplavaE (Bezlotoxumab) by one of the following:

1 Increased serum phosphate levels, not exceeding the upper limit of the
laboratory normal range.

1 Areduction in serum total alkaline phosphatase activity.

1 Improvement in symptoms (e.g. skeletal pain, linear growth, etc.).

1 Improvement in radiographic imaging of Rickets/osteomalacia.

Elaprase (Hunter's Syndrome Injectablg: The dignosis or indication for the
reqguested medication is Hunteros

Cuvposa: The diagnosis or indication for the requested medication is Sialorrh:
a neurologic condition associated with excessive drooling (e.g. cerebral p¢
mental retardation,Pak i nsonbdés disease). AND
from the tablet formulation. AND (For patients >18 years of age) The patie
has had a documented side effect, allergy, treatment failure, or a
contraindication to scopolamine patches.

Fabrazyme: Diagnoss or indication is Fabry Disease.

Galafold:Pat ient is O 18 years of age A
Disease with an amenable galactosidase alpha (GLA) gene variant for
treatment (results must be submitted) AND enzyme replacement therapy i
atherapeutic option (e.g. due to allergy, hypersensitivity, or poor venous
access).

Hetlioz: Patient has documentation of N@d-Hour SleepWake Disorder (Non
24) AND Patient has documentation of total blindness AND Patient has he
documented side effedllergy or treatment failure with Rozerem and at lea:
one OTC melatonin product.

Korlym: Patient is O18 years of age AN
Cushingdés syndr ome AND Patient
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or glucose intolerance AND Patient has hyperglycemia secondary to
hypercortisolism AND Patient has failedis not a candidate for surgery
AND Patient has a documented side effect, allergy, treatment failure or
contraindication to at least 2 adrenolytic medications (eg. ketoconazole,
etomidate) AND Patient does not have any of the following contrainalicati
to Korlym: Pregnancy (pregnancy must be excluded before the initiation o
therapy or if treatment is interrupted for >14 days in females of reproducti
potential. Nonhormonal contraceptives should be used during and one m:
after stopping treatmemt all women of reproductive potential) OR Patient
requires concomitant treatment with systemic corticosteroids for serious
medical conditions/illnesses (immunosuppression for organ transplant) O
Patient has a history of unexplained vaginal bleeddi®g) Patient has
endometrial hyperplasia with atypia or endometrial carcinoma OR Patient
concomitantly taking simvastatin, lovastatin, or a CYP3A substrate with a
narrow therapeutic index (e.g., cyclosporine, dihydroergotamine, ergotami
fentanyl, pimoide, quinidine, sirolimus, or tacrolimus).

Luxturna: patient must have inherited retinal dystrophy due to mutations in b
copies of the RPEG5 gene (results of genetic testing must be submitted) A
patient has sufficient viable retinal cells as deteadiby the treating
physician(s) AND Luxturna will be administered by a retinal
specialist;/surgeon experienced in performing intraocular surgery and
associated with an Ocular Gene Therapy Treatment Center.

Otrexup, Rasuvo: The patient has a diagnosis béumatoid arthritis (RA),
polyarticular juvenile idiopathic arthritis (pJIA) or psoriasis. AND The patie
has been intolerant to oral methotrexate AND The patient has been unabl
compliant with a norautoinjector form of injectable methotrexate¢lndes
difficulty with manual dexterity).

Myalept: Patient has a diagnosis of congenital or acquired generalized
lipodystrophy AND Patient has one or more of the following metabolic
abnormalities AND is refractory to current standards of care for lipid and
diabetic management: Insulin resistance (defined as requiring > 200 units
day), Hypertriglyceridemia, Diabetes AND Prescription is written by or in
consultation with an endocrinologist AND The prescriber is registered in tt
MYALEPT REMS program. Reauthorization for continued use criteria:
Patient has experienced an object
in hemoglobin Alc (HbAlc) Il evel f
triglyceride (TG) levels from baseline

Palynziq: Patient isl8 years of age or older AND has a diagnosis of phenylketon
AND has uncontrolled blood phenylalanine (PHE) concentrations (> 600
micromol/L) on existing management, including restricting dietary phenylalan
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and protein intake and treatment with sgperin. For reapproval, the patient
must have achieved at least a 20% reduction in PHE concentration from pre
treatment baseline or a PHE O 600
treatment with the maximum dosage of 40mg déilyte: Palynziq has alack
box warning for anaphylaxis which can occur at any time during treatment.
Patients, pharmacies, and physicians must be enrolled in the Palynzig REM¢
program AND concurrent auiajectable epinephrine must be prescribed.

Radicava:

1  The diagnosis is anogrophic lateral sclerosis (ALS) AND

f Disease duration is O 2 years

1 Patient has functionally retained most activities of daily living AND

1 Patient has normal respiratory function (defined as a % predicted fol
vital capacity of O 80%) AND

Patient does not have a sulfite allergy AND

1 Initial approval will be granted for 14 doses/28 days and all subsequ
approvals will be for 10 doses/28 days

Rilutek: patient must have a documented intolerance with riluzole

Signifor: Pat i ent has a diagnosis of (pi
18 years of age or older AND Pituitary surgery is not an option or has not|
curative Note: R@pproval requires confirmation that the patient has
experienced an objective response to therapy (i.e., clinically meaningful
reduction in 24hour urinary freeortisol levels and/or improvement in signs
symptoms of the disease).

Soliris: The patient has a diagnosis of paroxysmal nocturnal hemoglobinuria
(PNH) documented by flow cytometry. AND The patient has received the
meningococcal vaccine at least 2 w&erior to therapy initiation. OR The
patient has a diagnosis of atypical hemolytic uremic syndrome (aHUS). A
The patient has received the meningococcal vaccine at least 2 weeks prio
therapy initiation. Authorization for continued use shall béesged to confirm
that the patient has experienced an objective response to the therapy.

Somatuline: The diagnosis or indication for the requested medication is
Acromegaly.

Tiglutik: patient must be unable to take whole or badriluzole tablets

Lysteda, Tranexamic acid: The diagnosis or indication is clinically significant
heavy menstrual bleeding AND The patient has been started and stabilize
oral tranexamic acid within the previous 360 days OR The patient does n
have a contraindication to tlegry with oral tranexamic acid (i.e., active
thrombotic disease, history of thrombosis/thromboembolism, or an intrinsic
risk of thrombosis/thromboembolism), and if oral tranexamic acid is to be
concomitantly with an estrogen containing hormonal coaptiee product, the

=a
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risks of combination therapy have been discussed with the patient. AND T
patient has had a documented side effect, allergy, contraindication, or an

inadequate response with at least one oral contraceptive or progestin coni
prodwct despite an adequate trial of at least 90 days, or a rationale for why
products cannot be used (e.g. actively attempting to conceive). AND The

patient has had a documented side effect, allergy, contraindication, or an

inadequate response with aadé one regularly scheduled (not PRN) NSAID
a rationale for why these products cannot be used (e.g. actively attempting
conceive). AND If the request is for brand Lysteda, the patient has had a

documented intolerance to the generic product.

Xatmep: The patient has a diagnosis of polyarticular juvenile idiopathic arthritis ¢
acute lymphoblastic leukemia (ALL) AND patient has a requirement for an or
liquid dosage form (i.e. swallowing disorder, inability to take oral medications

Spinraza:

1 The diagmwsis is spinal muscular atrophy (SMA) type 1,2, or 3 (result
genetic testing must be submitted) AND
1 The patient has at least 2 copies of the SMN2 gene AND
1  The prescriber is a neurologist, pulmonologist, or other physician wil
expertise in treating SMAND
1  The need for invasive or noninvasive ventiliation (if applicable) does
exceed more than 6 hours per 24 hour period AND
1 Baseline motor ability has been established using one of the followir
exams:
0 Hammersmith Infant Neurological Exam (HINE)
0o Hammesmith Functional Motor Scale Expanded (HFMSE)
0 Upper Limb Module Test (heambulitory)
o Children6és Hospital of Phi
Neuromuscular Disorders (CHOP INTEND) AND
1 Prior to starting therapy, and prior to each dose, the following
laboroatorytests will be conducted: Platelet count, prothrombin time
(PT), activated partial thromboplastin time (aPTT), and quantitative ¢
urine protein

Note: Initial approval will be granted for 4 loading doses (the first 3 loading dc
should be administereat 14day intervals; the ®loading dose should be
administered 30 days after th€ Gose). Renewal may be granted for up to 1
months with a maximum of 3 doses approved per year (12mg(5ml) every .
months). For therapy continuation, clinical documentatiust be submitted
documenting improvement or maintenance of motor ability OR slower
progression of disease than would otherwise be expected.

Zinplava:
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1 The patient is 18 years of age or older AND
1 The patient has a diagnosis@ibstridium difficileinfection (CDI)
confirmed by a positive stool test collected within the past 7 days Al
1 The patient is or will receive concomitant Standard of Care antibacte
therapy for CDI (e.g. metronidazole, vancomycin, or fidaxomicin) AN
1  The patient is at high risk faecurrence based on at least one of the
following:
o Age O 65 years
o Two or more episodes of CDI within the past 6 months
0 The patient is iImmunocompromised
0 The patient has clinically severe CDI (e.g. fever, abdomina
tenderness, WBCS3abunh530910@ c
renal failure)
Note: A singledose of 10mg/kg will be approved per active CDI. A repeat dos
will not be approved for recurrence of the same active infection.

MOOD STABILIZERS

LITHIUM CARBONATE (formerly Eskalitf@) Equetro® (carbamazepine SR) Litho_bid: The patient hgs had. a documented side effect_, allgrgy, or treatmen
failure with the generic equivalent the requested medication.

) Lithobid®* (lithium carbonate SR) Equetro: The patient has had a documented side effect, allergy, or treatment
LITHIUM CARBONATE SR (compare to L'thOb@’ failure with a carbamazepine product from the anticonvulsant therapeutic

formerly Eskalith CI@) category

LITHIUM CITRATE SYRUP

MOVEMENT DISORDERS

Preferred After Clinical Criteriaare Met Austed@ (deutetrabenazine) tablets Austedo:The diagnosis or indication fo
N AINE® s (otrabans %ﬁﬁ;?&ﬂ?&'&;ﬁ&y per fill) Disease (HD) with chorea or Tardive Dyskinesia (TD) ANDI e p at i |
ps e e e s 50125 WO e e e e st ok,
Lo o (Maximum 1 month supply per fill) )
Quantity imit = 50 mg/day at initial approval (12.£ 2 ity imit =80mg/day) Ingrezza: The diagnosis or indication for the requested medication is Tardive
mg tablets ONLY), up to100 mg/day at Tetrabenzaine (compare to Xenafipe Dyskinesia (TD) AND the patientpatiet i s 018 years o
subsequent approvals (125 mgor25mgtabl — (\jaximum 1 month supply per fill has a documented side effect, allergy, contraindication or treatment failure

Quantity limit =50mg/day at initial approval (12.5mg Xenazine.

tablets ONLY), up to 100mg/day at subsequent  Tegrapenazine: The patient must have a documented intolerance to brand
approvals (12.5mg or 25mg tablets) Xenazine

Xenazine: The diagnosis or indication fosa is Tourette Syndrome OR the
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ALUMINUM HYDROXIDE A(formerly
Amphojef@)
EPISIL® (wound barrier)

GELCLAIR® (povidone sodium hyaluronate
glycyrrhetinic acid gel)

MYLANTA/DIPHENYDR AMINE/LIDOCAINE
VI SCOUS (aka fAMagic M

Or other similar single or combination products

INJECTABLES
Interferons

AVONEX® (interferonB-1a)
BETASERON (interferonB-1b)

REBIF® (interferonB-1a)
REBIF® REBIDOSE (interferorB-1a)
Other

COPAXONE® 20 mg (glatiramer acetat€)L = 1
kit/30 days)

ORAL

diagnosis or indication for use |
Tardive Dyskinesia (TD) AND the p
Note: Austedo, Tetrabenazine, and Xenazine are contraindicated in patients \
are suiaial, and in patients with untreated or inadequately treated depress

MUCOSAL COATING AGENTS

MuGard® (mucoadhesive oral wound rinse) MuGard: Patient is receiving radiation and/or chemotherapy. AND The patie
(QL = 4 bottles/month) has had @ocumented side effect, allergy or treatment failure with at least ¢
oral mucosal coating agent
(e.g. aluminum hydroxide suspension, Mylanta) or a topical anesthetic (e.qg.
viscous lidocaine or diphenhydramine solutions) or combinations of simila
agens.
Additional criteria for viscous lidocaine:

1 Due to a FDA safety alert, viscous lidocaine will require prior
authorization for children O3

MULTIPLE SCLEROSIS MEDICATIONS

Extavia® (interferon betelb) Copaxone 40 mg SyringePatient has a diagnosis of mukésclerosis. AND The
Copaxom@ 40 mg (glatirameL = 12 syringes(12 patlent. hgs a_documented side effect, allergy, treatment failure, or
ml)/28 days) contraindication to at least one preferred drug (not Copaxone 20 mg). AN
Glatiramer Acetate (compare to Copax®)20mg The patient is unable to tolerate or be compliant with Copaxone 20 mg dai
(QL=1kit/30days) dosing.
Glatiramer Acetate (compare to Copaxone®) 40mg (Q Extavia: Patient has a diagnosis of multiple sclerosis. AND The provider
12 syringes (12 ml)/28 days) provides a clinical reason why Betaseron cannot be prescribed.

Glatopa® 20mg (glatiramer acetate) (QL=1 carton (30 Glatiramer, Glatopa: Pat i ent is O 18 years ANI
syringes/30 days) '

Glatopa® 40 mg (glatiramer) (QL = 12 syringé& Multiple Sclerosis AND the provider provides a clinical reason why Copax:
ml)/28 days) cannot be prescribed. )

Ocrevu® (ocrelizumab) (QL800mgx2doses then 600m Ocrevus:Pat i ent is O18 years AND has a
every 6 months thereafter) AND has a docunged side effect, allergy, treatment failure or

Plegridy” (peginterferon betda) contraindication to at least two preferred drugs and Tysabri, OR Diagnosis

Tecfidera® (dimethyl fumarate)

‘ ) relapsing multiple sclerosis and the patient has a documented side effect,
(QL =2 capsules/day, maximum 30 day supply per fil

allergy, treatment failure, or contraindication to tpreferred drugs and has
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AMPYRA® (dalfampridine) table(QL = 2
tablets/day, maximum 30 day supply per fill)

AUBAGIO® (teriflunamide) tablet

(QL =1 tablet/day, maximun82iay supply per fill)

GILENYA® (fingolimod) capsule

(QL =1 capsule/day, maximum 30 day supply per fi

Musculoskeletal Agents

Single Agent

CHLORZOXAZONE ablets

(Quantity limit = 4 tablets/day)
CYCLOBENZAPRI NEA5 mg,

Flexeri|®)

(Quantity limit = 6 tablets/day (5 mg), 3 tablets/day

(10 mg))

METHOCARBAMOL tablets (ompare to Robaxﬁ)

(Quantity limit = 8 tablets/day)
ORPHENADRINE CITRATE ER 100 mg tablet
(Quantity limit = 2 tablets/day)

Tysab (natalizumab)

tested positive for antlVC antibodies. OR Patient®18 year s A
diasnosis of primary progressive multiple sclerosis.
Plegridy: Pat i ent is O 18 years. Di agno

Sclerosis. Documented side effect, allergy, treatment failure or contraindic
to at least three prefedarugs including at least one preferred form of
interferon.

Tecfidera: The patient is started and stabilized on the requested medication (
samples are not considered adequate justification for stabilization.) OR Pe
is O 18 vyear ssishNdapsingfermsaof MultiegSalavosis
AND the patient has a documented side effect, allergy, treatment failure, ¢
contraindication to at least two preferred drugs.

Tysabri: Patient has a diagnosis of relapsing multiple sclerosis and has alrec
been stabilized on Tysabri OR Diagnosis is relapsing multiple sclerosis an
patient has a documented side effect, allergy, treatment failure, or
contraindication to at least two preferred drugs.

MUSCLE RELAXANTS, SKELETAL

Amrix®(cyclobenzaprine sustainedlease) capsule

(Quantity limit = 1 capsule/day)

carisoprodol tablets

(Quantity limit = 4tablets/day)
cyclobenzaprine 7.5 nmtgb (compare to Fexm%
(Quantity limit = 3 tablets/day)

Fexmid® (cyclobenzaprine) 7.5 mg tablet
(Quantity limit = 3 tablets/day)

Lorzoné® (chlorzoxazone) tablets
(Quantity limit = 4 tablets/day)
metaxalongcompare to Skelaxﬁ) tablets
(Quantity limit = 4 tablets/day)

Robaxi* (methocarbamol) tablets
(Quantity limit = 8 tablets/day)
Skelaxin~ (metaxalone) tablets
(Quantity limit = 4 tablets/day)

som&® (carisoprodol) tablets

(Quantity limit = 4 tablet&lay)

carisoprodol, ASApreviously Soma Compou@q
(Quantity limit = 4 tablets/day)

carisoprodol, ASA, codeine

(Quantity limit = 4 tablets/day)

Amrix, cyclobenzaprine 7.5 mg, Fexmid The prescriber must provide a
clinically valid reason why a preferred generic cyclobenzaprine cannot be
For approval of Fexmid, the patient must also have a documenddetamce
to the generic equivalent.

Brand skeletal muscle relaxants with generics available (Flexeril, Robaxin):
The patient has had a documented side effect, allergy or treatment failure
two different preferred musculoskeletal agents (One triatrba the AB rated
generic).

carisoprodol, carisoprodol/ASA, carisoprodol/ASA/codeine, Lorzone, Soma,
metaxolone, Skelaxin: The patient has had a documented side effect, aller
or treatment failure with two different preferred musculoskeletal agents.
Additionally, if a brand name product is requested where an AB rated gen
exists, the patient must also have had a documented intolerance to the ge
product.

Dantrium, Zanaflex tablets: The patient must have a documented intolerance
with the AB raed generic product.

Tizanadine capsules, Zanaflex capsule3he prescriber must provide a clinicall
valid reason why generic tizanidine tablets cannot be used. AND If the
request is for Zanaflex capsules, the patient must have a documented
intolerane to generic tizanadine capsules
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Combination Product
All products require PA

ASA = aspirin
Dantrium®* (dantrolene)
tizanidine(compare to Zanafl@) capsules

Zanafle® (tizanidine) capsules
Zanaflex* (tizanidine) tablets

Maximum duration of therapy all musculoskeletal
agents =90 days

Antispasticity Agents
BACLOFEN

DANTROLENE (compare to Dantriuf®)
TIZANIDINE (compare to Zanafiéy) tablets

MUSCULAR DYSTROPHY AGENTS

EmflazaE (deflazacort) Emflaza:
(Maximum 30 day supply per fill) q
Exondys 51E (eteplirsen; 0

The patient must be O 5 years
The patient must have a diagnosis of Duchenne MuscularDystrophy
AND

There is documented improvement in muscle function or strength wi
use of prednisone, but the patient has experienced weight gain >10¢
body weght withing 3 months or >25% within 1 year.

Exondys:

1

The patient must have a diagnosis of Duchenne Muscular Dystroph
with a confirmed mutation of the DMD gene that is amenable to exo
skipping (results of genetic testing must be submitted) AND

The presriber is, or has consulted with, a neuromuscular disorder
specialist AND

The dose does not exceed 30mg/kg once weekly AND

The patient is currently on a stable corticosteroid dose for at least 6
months.

Note: Initial approval will be granted for 6 montk&r reapproval after
6 months, the patient must demonstrate a response to therapy as
evidenced by continued or improved clinically meaningful function.
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NEUROGENIC ORTHOSTATIC HYPOTENSION

FLUDROCORTI SONEA
MI DODRI NEA

Northera®

Quantity Limits:

1 Initial 2 weeks approval

1  Continued therapy approvals based on documentation of continued
benefit clinically and as evidenced by positional blood pressure reac

Clinical Criteria:

1 diagnosis of neurogenic orthostatic hypotension caused by primary
autonomic faii e ( Par kinsonés disease,
autonomic failure), dopamine betgdroxylase deficiency, aron
diabetic autonomic neuropathy, AND

1 the presentation of symptoms including dizziness, lightheadedness
the feelingtof AMNIDI acking o

1  Failure of multiple norpharmacologic measures as appropriate (e.g.
removal of offending medications, compression stockings, increasec
fluid and salt intake) AND

1 Failure, intolerance or contiadication to fludrocortisone AND
midodrine

NEUROPATHCPAIN & FIBROMYALGIA AGENTS

Oral
Duloxetine (compare to Cymbalta®)
Quantity limit = 2 capsules/day
Lyrica® (pregabalin) capsules
Quantity Limit = 3 capsules/day

Cymbalta® (duloxetine)

Gralise® (gabapentin) tablet, starter pack
Quantity Limit = 3 tabéts/day
(Maximum 30 day supply per fill)

Horizant® (gabapentin enacarbil) ER Tablet
FDA maximum recommended dose =
1200mg/day

Lyrica® CR (pregabalin, extended release)
FDA maximum recommended dose =
330mg/day
(DPN), 660MG/day (PHN)

Lyrica® (pregabalin) sakion

Savella® (milnacipran) tablet, titration pack
Quantity Limit = 2 tablets/day

Cymbalta: the patient has had a documented intolerance with generic duloxetint
Gralise, Horizant: The patient has a diagnosis of pbstpetic neuralgia (PHN)
AND The pati@t has had a documented side effect, allergy, contraindication or
treatment failure with at least one drug from the tricyclic antidepressant class AN
The patient has had an inadequate response to the generic gabapentin
immediaterelease.

Lyrica CR: The pdient has a diagnosis of pdstrpetic neuralgia (PHN) or diabetic
peripheral neuropathy (DPN) AND has had a documented side effect,

allergy, or treatment failure to TWO drugs from the following: gabapentin, tricycli
antidepressant, SSRI antidepressaNRBantidepressant, or

miscellaneous antidepressant AND patient has not been able to be adherent to
daily dosing schedule of Lyrica immediate release resulting in a

significant clinical impactNote: The efficacy of Lyrica® CR has not been estéiai
for the management of fibromyalgia or as adjunctive therapy for adult patients w
partial onset seizures.

Lyrica solution: the patient is unable to use Lyrica capsules (e.g. Swallowing
disorder)

Savella: The diagnosis or indication is treatment bfdimyalgia AND The patient
has had a documented side effect, allergy, or treatment failure to TWO drugs
from the following: gabapentin, tricyclic antidepressant, SSRI antidepressant, SI
antidepressant, miscellaneous antidepressant, cyclobenzaprinear Lyr
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See Oncology: Oral order form for details of

NUTRITIONALS, LIQUID ORAL SUPPLEMENTS

EleCare, EleCare Jr: The patient is an infant or child who needs an amino ac

Note: Nutritional supplements administered via tube based medical food avho cannot tolerate intact or hydrolyzed protein. ANI
feeds may be provided through the Medical Bene The product is being requested for the dietary management of protein

maldigestion, malabsorption, severe food allergies, dimatel syndrome,
eosinophilic Gl disorders, @tact impairment, or othaonditions for which
an amino aciebased diet is required.

All Others: Requested nutritional supplement will be administered via tube
feeding. OR Patient has one of the following conditions where feeding is
difficult or malabsorption or maldigestion ogsuAIDS, Cancer, Celiac
Disease,

Cerebral Palsy, Chronic Diarrhea, Cognitive Impairment, Cystic Fibrosis,
Dementia (includes Alzheimer's), Developmental Delays, Difficulty with
chewing/swallowing food, Inflammatory Bowel Disease, Parkinson's, Shor
Gut. OR Patient has experienced unplanned weight loss or is extremely lo
weight (see further definitions below) OR Patient has demonstrated nutrit
deficiency identified by low serum protein levels (albumin orgbeimin
levels to be provided) (allmin <3.5 g/dL /prealbumin <15 mg/dL)

Unplanned Weight Loss/Low Weight Table:

Adult: [ Involuntary loss of > 10 % of body weight within 6 months
Involuntary loss of > 5% of body weight within 1 monthLoss of > 2% of
body weight within one weekl BMI of < 18.5 kg/m2

Elderly: (>65): [I Involuntary loss of > 10 % of body weightttvin 6 months|
Involuntary loss of > 5 % of body weight within 3 monthd.oss of > 2 % of
body weight within one month BMI of < 18.5 kg/m2

Children: [J < 80 % of expected weigtivr-height [ < 90 % of expected
heightfor-agel] Mid-upper arm circungrence/head circumference ratio <

0.25
Limitations: Infant formulas are not covered under the pharmacy benefit. Pl
contact WIC.

ONCOLOGY: ORAL (select)
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medication that must be obtained through a DVt
errolled specialty pharmacy provider. A current li
of approved providers may be found at
http://dvha.vermont.gov/fgproviders/1dvha
enrolledspecialtypharmaciepdf

OPHTHALMICS

ANTIBIOTICS
_ ) ) _ Single and Combination Agents (except noted below)The patient has had a
UINOLON Ciloxarf® (ciprofioxacin) solution documented side effect, allergy or treatment failure with at least TWO
BESIVANCEY (besifloxacin) suspension gatifloxacin 0.5% solution (compare to ZymaSid preferred ophthalmic antibiotics or ophthalmic antibiotic combination agen
CILOXAN® ointment _ Ievof;?xacm0655‘;//o 5°||Utt'9” Vi one of which must be ire same therapeutic class. (If a product has an AB
C|PR|OEL0XAC|N HCL (compare to Ciloxd) moz(r:oor):aﬁtlﬂoﬁze(:jsgeunIec;?c(%ﬁmgﬁre 0 Vigamey rated generic, there must have also been a trial of the generic formulation
solutio 1 C . . . : o _
M OXEZA?@ (moxifloxacin 0.5%) (preservative free) OCufiox“*(ofloxacin) solutio . Vigamox and non.authorlzed moxifloxacin genengs.The patlent has had a
solution Ofloxacin (compare to OcufloxX) solution documented side effect, allergy or treatment failuth &t least TWO preferred
MOXIFLOXACIN 0.5% solution (compare to Vigamox® (moxifloxacin 0.5%) (preservative free) ophthalmic antibiotics or ophthalmic antibiotic combination agents, one of wh
Vigamox) (authorized generic, labeler code 007! solution must be Moxeza or the authorized generic (labeler 00781) moxifloxacin.
is the only preferred form) Zymaxid™~ (gatifloxacin 0.86) solution

Azasit@(azith romycin) solution
All other brands

MACROLIDES
ERYTHROMYCIN ointment

AMINOGLYCOSIDES

Single Agent Tobramycin w/Dexamethasoeompare to Tobrad@@
AK-TOB r in lution suspensian . .
GAR/?M\((tg?N%S%%&;%ﬂr% ointment, solution Tobradex ST (tobramycin/dexamethasone) suspensiol
GENTAK (gentamicin) oitment, solution Tobrex® ointment, solution (tobramycin)

GENTAMICIN ointment, solution

TOBRAMYCIN solution (compare to Tobr@)
Combination

PredG® S.0.P. (gentaicin/prednisolone) ointment

PREDG® (gentamicin/prednisolone) ointment, Bacitracin_ointment
suspens Bleph-10®* (sulfacetamide) solution

i
TOBRADE)@& (tqbtramytclnl dexamethasone) Sulfacetamide sodiutitompare to Blepii0®) solution
suspension , ointmen Sulfacetamide sodium ointment
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ZvLET® (tobramycin/loteprednoBuspension
MISCELLANEOUS

Single Agent
All products require PA

Combination
BACITRACIN ZINC W/POLYMYXIN B
ointment

NEOMYCIN/BACITRACIN/POLYMYXIN

ointment

NEOMYCIN/POLYMYXIN W/DEXAMETHASONE
(compare to

Maxitrol™) ointment, suspension

NEOMYCIN/POLYMYXIN/BACITRACIN/
HYDROCORTISONEointment

POLYMYXIN B W/TRIMETHOPRIM (compare to
Polytrim®) solution

SULFACETAMIDE W/PREDNISOLONE SOD
PHOSPHATE solution

ANTIHISTAMINES

AZELASTINE (compare to Optivah)
(QL =1 bottle/month)

KETOTIFEN0.025 % (eg. Alawd§, Zadito® OTC,
others)
(QL=1 bottle/month)

OLOPATADINE 0.1% (compare to Pataffl
(QL=1 bottle/month)

PAZEO® (olopatadine 0.7%)
(QL= 1 bottle/month)

CORTICOSTEROID S: TOPICAL

ALREX® oteprednol) 0.2% suspension
DUREZOL™ (difluprednate) 0.05% emulsion

FLAREX® (fluorometholone acetate) 0.1%
suspension
FLUOROMETHOLONE 0.1% suspension

BIephamid«.® (sulfacetamide/prednisolone acetate)
suspension

Blephamide” S.O.P (sulfacetamide/prednisolone
acetate) ointment

Maxitrol=* (neomycin/polymyxin/dexamethasone)
suspension, ointment

Neomycin/Polymyxin W/Gramicidin solution

Neomycin/Polymyxin w/Hydrocortisone ointment,
suspension

Polytrim®* (polymyxin B/trimethoprim) soln

Beprev@ (bepotastine besilatépL = 1 bottle/month) Bepreve, Elestat, Epinastine, Olopatadin®.2%, Patanol, Pataday:The patient

ElestaP (epinasine) (Quantity Limit = 1 bottle/month) has had a@ocumented side effect, allergy, or treatment failure to Olopatadil
0.1%or Pazeo. For approved of Elestat the patient must also have had a
documented intolerance to the generic equivalent.

Lastacaft, Emadine: The patient is pregnant and the diagnosalérgic

Epinastingcompare to Elest@b (QL = 1 bottle/month)
Emadin® (emedastinejQuantity Limit = 2

bottlef;/month) ) conjunctivitis OR The patient has had a documented side effect, allergy, o
Lastacait” (alcaftadine)QL = 1 bottle/month) treatment failure to ketotifen. AND The patient has had a documented sid
Olopatadine 0.2% (compare to Patd8py effect, allergy, or treatment failure to a preferred olopatadine product.

(Quantity limit = 1 bottle/month

Patada@ (olopatadine 0.2%)
(Quantity Limit =1 bottle/month)

PatandP (olopatadine 0.1%)
(Quantity Limit =1 bottle/month)

Dexamethasone sodiunngsphate 0.1% solution Non-preferred agents: The patient has had a documented side effect, allergy,
FML Forté® (fluorometholone) 0.25% suspension treatment failure with TWO preferred ophthalmic corticosteroid. (If a prodi
FML Liquifilm ® (fluorometholone) 0.1% suspension has an AB rated generic, there must have been a trial of the generic

InveltysE (loteprednol) formulation)
Lotem (loteprednol) 0.5% gel
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FML™ (fluorometholone) 0.1% ointment Pred Forte’/Omnipre!
LOTEMAX™ (loteprednol) 0.5% suspension, suspension
ointment All otherbrands
MAXIDEX ® (dexamethasone) suspension
PRED MILD® (prednisolone acetate) 0.12%
suspension
PREDNISOLONE ACETATE 1%suspensionS
PREDNISOLONE SODIUM PHOSPHATE 1%
solution
E=emulsion, G=gel,O=ointment, S=suspension,
Sol=solution

(prednisolone acetate) 1%

CYSTARAN
Cystaran® (cysteamine) 0.44% ophthalmic solution Cystaran: The indication for use is corneal cystine accumulation in patients v

(QL=4 bottles (60 ml)/ 28 days) cystinosis.
Maxi mum daysd supply/ RX
DRY EYE SYNDROME

Ocular Lubr icants (Fietq a(E | (cycl hcihs Ip ori In' 95;0/000020 Restasis Multidose:Both package sizes of the droperettes must be on &domg
. estasiS (cyclosporine ophthalmic emulsion) 0.05% ;
ARTIFICIAL TEARS Ointment Multidose bottle QL= 1 bottle (5.5ml) per 25 days. backorder and unavailable from the manufacturer.

ARTIFICIAL TEARS Solution Xiidra® (lifitegrast) solution QL = 60 vials per 30 days) Cequa, Xiidra: Th_e patient has aapnosis of Dry Eye Disease ANP has a
GENTEAL Solution documented side effect, allergy or treatment failure to Restasis.
GENTEAL P.M. Ointment

LUBRIFRESH P.M.Ointment

REFRESH P.M. Ointment

REFRESH Lackube Ointment

REFRESH PLUS Solution

TEARS NATURALE Solution

Immunomodulators

RESTASI® (cyclosporine ophthalmic emulsion)
0.05% droperette (NDC 00023916330 and
00023916360 are the ol
QL=180 vials per 90days

GLAUCOMA AGENTS/MIOTICS

ALPHA -2 ADRENERGIC . o ALPHA 2 ADRENERGIC AGENTS: Single Agent: The patient has had a

Single Agent apraclonidingcompare to lopidine) documented side effect, allergy or treatment failure with at least one prefe
® ) . brimonidine tartrate 0.15 %compare to Alphagan@b . . . . -

ALPHAGAN P® 0.1 %, 0.15 % (brimonidine tartrate opidine® i ophthalmic alpha 2 adrenergic agent. If the request is for brimonidine tari

BRIMONIDINE TARTRATE 0.2 % opidine™ (apracimidine) 0.15%, the pagint must have a documented intolerance of brand name

Combination Alphagan P 0.15%.

COMBIGAN% (brimonidine tartrate/timolol maleate)

SIMBRINZA BETA BLOCKERS: The patient has had a documented side effect, allergy ¢
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(brinzolamide 1% and brimonidine 0.2%) Suspensio

BETA BLOCKER

CARTEOLOL HCL

LEVOBUNOLOL HCL (compare to Betag
TIMOLOL MALEATE (compare to Timopt@)

PROSTAGLANDIN INHIBITOR S

LATANOPROST(compare to Xalata@)
LUMIGAN ®(bimatoprost)

TRAVATAN Z® (travoprost) (BAK free)

RHO KINASE INHIBITORS
RHOPRESSA (netarsudil)

CARBONIC ANHYDRASE INHIBITOR
Single Agent

DORZOLAMIDE 2 % (compare to Truso%)

Combination
DORZOLAMIDE w/TIMOLOL (compare to

Cosop@)

MISCELLANEOUS

ISOPTA® CARPINE (pilocarpine)

PILOCARPINE HCLPHOSPHOLINE IODIDE®

(echothiophate)

MAST CELL STABILIZERS

CROMOLYN SODIUM (formerly Crolon@)

Betagan@* (levobunolol)
Betoptic ® (betaxolol suspension)

Istalof®* (timolol)

Timoptic™* (timolol maleate)
Timoptic XE™* (timolol maleate gel)

Timolol maleate gel (compare to Timotic @E

Bimatoprost 3% (Lunigar@)
Vyzulta® (latanoprostene bunod)
Xelprog® (latanoprost)BAK free)

Zioptar® (tafluprost)

Azopt® (brinzolamide 1%)
Trusop®* (dorzolamide 2 %)

Cosop@ dorzolamide w/timolol)
Cosopt PF (dorzolamide w/timolol) (prefree)

Miochol-E® (acetylcholine)

Alocril® (nedocromil sodium)

Alomide® (lodoxamide)

NON-STEROIDAL ANTI -INFLAMMATORY DRUGS (NSAIDs)

treatment failure with at least one preferred ophthalmic beta blocker.

PROSTAGLANDIN INHIBITORS

Bimatoprost, Vyzulta, Xalatan, Xelpros, Zioptan: The patient has had a
documented side effect, allergy or treatment failure with at least 2 preferre
prostaglandin inhibitorsCARBONIC ANHYDRASE INHIBITORS

Single Agent:The patient has had a documented side effédetgs or treatment
failure with a preferred carbonic anhydrase inhibitor.

Combination Product:

Cosopt: The patient has had a documented intolerance to the generic equival
product.

Cosopt PF:The patient has had a documented intolerance to tkempetives in
the generic combination product.

Miscellaneous:The patient has had a documented side effect, allergy or treat
failure with a preferred miscellaneous ophthalmic agent. If a product has &
rated generic, there must have also beénal of the generic formulation)

Criteria for Approval: The patient has had a documented side effect, allergy
treatment failure vith generic cromolyn sodium
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Acular® (ketorolac 0.5% ophthalmic solution) Acuvail: The pati@t has had a documented side effect, allergy, or treatment
FLURBIPROFEN 0.03% ophthalmic solution ® o . . failure to Acular OR ketorolac 0.5% OR The patient has a documented
ILEVRO® ophthalmic suspension (nepafenac 0.3%), Acular. LS (ketorolac 0.4% ophthalm!c soluthn) hypersensitivity to the preservative benzalkonium chloride.
KETOROLAC 0.4 % ophthalmic solution (compare { Acuvail (ketorolac 0.45 %) Ophthalmic Solution Acular, Acular LS, Bromfenac, BromSite, Diclofenac, Ocufen, Prolensa, The
(Quantity Limit = 30 unit dee packets/15 days) ! ' ' ’ ’ ' '

Acular |_5®) Bromfenad).09 % ophthalmiccution patient has had a documented side effect, allergy, or treatment failure to T
KETOROLAC0.5 % ophthalmisolution (compareto Br o mSi t e E (bromfenac 0. C preferred agents. In addition, if a product has an AB rated generic, there
Acular®) Diclofenac0.1% ophthalmic solution have also been a trial of the generic formulation.

Nevana® ophthalmic suspension (nepafenac 0.1%)
Ocufen®* ophthalmic solution (flurbiprofen 0.03%)
Prolens® ophthalmic solution (bromfenac 0.07%)

OTIC ANTHINFECTIVES

Anti -infective Single Agent

Ciprofloxacin0.2% (compare to Cetrafj otic solution A non-preferred products : The patient has had a documented side effect,

(Qty limit = 14 unit allergy, or treatment failure to two preferred products.

OFLOXACIN 0.3% Otic solution (formerly FloxiR) or?&%%?g;rgﬁgfé Cindggf)) otic suspension

Anti -infective/Corticosteroid Combination Floxin® (ofloxacin) otic solution

, L Coly-Mycin
CIF:)RS /B%)i (Sﬂggl]osxigﬁm 0.3%/dexamethasone S®(neomycin/coIistin/thonziu m/hydrocortisone)

CIPROHC® (ciprofioxacin 0.2%/hydrocortisone 196) Neomycin/Polymixin B Sulfate/Hydrocortisone

otic suspension Suspe_nsion . . .
OtoveP (ciprofloxacin 0.3%/fluocinolone 0.025%) otic
NEOMYCIN/POLYMYXIN B solution QL = 28 unit dose packages/7days

SULFATE/HYDROCORTISONESOLUTION

Acetasol H((acetic &id 2%/hydrocortisone 1% otic
Miscellaneous Agents solution)
ACETIC ACID Oitic solution Acetic Acid/Hydrocortison®tic Solution

OVER THE COUNTER (OTC) MEDATIONS

Please refer to the DVHA website for covered OTC categories not already managed on the PDL. Many categories limited to gesegdNLY and other categories not covered. No PA
process for noncovered OTCs http://dvha.vermont.gov/fgproviders/druecoveragdists-1
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CREON® DR Capsule
ZENPEF® DR Capsule

CALCITRIOL (compare to Rocaltr§)
DOXERCALCIFEROL (compare to ettoraf)
ERGOCALCIFEROL (compare to Drisd9l
PARICALCITOL (compare to Zempl&y
SENSIPAR (cinacalcet)

PANCREATIC ENZYME PRODUCTS

Pancreaz® DR Capsule Pancreaze, Pertzye, Viokee: The pgtient has been started aer stabilized on tt
Pertz L@ DR C | requested product. OR The patient has had treatment failure or documen
oy ® apsule intolerance with both Creon and Zenpep.

Viokace™ DR Capsule

PARATHYROID AGENTS

DrisdoP (ergocalciferol) Drisdol/Hectoral: The patient must have a documented side effect, allergy, or
HectoraP (doxercalciferol) treatment failure to two preferred agents. If a product has an AB rated gel
Natpara® (parathyroid hormone) (max dosage = one trial must be thgeneric formulation.

cartridges per 28 days) Natpara clinical criteria
ParsabivE (etelcalcetid ANatpara: diagnosis of hypocalcemia secondary to hypoparathyroidis
Rayalde@ (calcifediol ER) (but NOT acute posturgical hypoparathyroidism within 6 months «
RocaltroP (calcitriol) surgery)AND

ANatpara PA form must be completed and clinical and labmieatation
suppliedAND
AMust be prescribed by an endocrinologistD
AMust be documented bALL of the following:
oHistory of hypoparathyroidism >18 montASID
oBiochemical evidence of hypocalcenfiaiD
oConcomitant serum intact parathyroid hormone (PTH)
concettrations below the lower limit of the normal
laboratory reference range on 2 test dates at least 21 d¢
apart within the past 12 montlsND
ANo history of the following:
omutation in CaSR gen@R
opseudohypoparathyroidis@R
oa condition with an increasedk of osteosarcomaND
AHypocalcemia is not corrected by calcium supplements and preferre
active forms of vitamin D alonaND
APatientamust be taking vitamin D metabolite/analog therapy with
calcitriol O00.25 AMDper day C
AMustbetakingsopl ement al oral calcium
over and above normal dietary calcium intakéD
ASerum calcium must be O 7ANB mg
ASerum thyroid function tests and serum magnesium levels must be
within normal limitsAND
ADocumentation of creatinine clearance > 30 mL/min on two separate
measurementOR creatinine clearance > 60 mL/min AND serum
creatinine < 1.5 mg/dL
Parsabiv: indication is for the treatment of secondary hyperparathyroidism in a

Zemplaf (paricalcitol)
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DOPAMINE PRECURSOR

CARBIDOPA/LEVODOPA(compare to Sinenf®)

CARBIDOPA/LEVODOPAER (compare to
SinemeP CR)
CARBIDOPA/LEVODOPAODT
DOPAMINE AGONISTS (ORAL)
BROMOCRIPTINE(compare to Parlod@l)
PRAMIPEXOLE (compare to Mirapé?)
ROPINIROLE(compare to Requ%)

DOPAMINE AGONISTS (TRANSDERMAL)

NEUPRCP (rotigotine) transdermal patch
(Quantity Limit = 1 patch/day)

(2mg, 4 mg, 6 mg and 8 mg patches)
COMT INHIBITORS

COMTAN® (entacapone)

ENTACAPONE (compare to Comtid)

MAO -B INHIBITORS
SELEGILINE

o!/2+) .3/
Rytary® (carbidopa/levodopa ER caps)

SinemeP* (carbidopa/levodopa)
Sinemet C@*(carbidom/levodopa ER)

Mirapex®* (pramipexole)

Mirapex EFP (pramipexole ER)
QL =1 tab/day
Pramipexole ER (compare to MirapexBR

Requi;S@* (ropinirole)

Requip x1® (ropinirole XL)
QL =1 tab/day (all strengths except 12 mg), QL =2
tabs/day (12 mg)

ropinirole XL (compare to Requip )@)
QL =1 tab/day (all strengths except 12 mg), QL =2
tabs/day (12 mg)

Tasmaf (tolcapone)
Tolcapone (compare to Tasrfar

Azilect® (rasagiline) (QL = 1 mg/day)
Rasagiline (compare to Azilé)t(QL = 1mgday)
Xadag® (safinamide) (QL=1 tab/day)

patient with Chronic Kidney Bease (CKD) receiving hemodialysis AND the patie
has a documented side effect, allergy, or treatment failure with Sensipar. Note:
treatment failure is defined as < 30% reduction from baseline in medifysEs
PTH concentrations.

8 ATIONS %$ ) #

Sinemet, Sinemet CR, Mirapex, Parlodel, RequipThe patient has had a
documented intolerance to the generic product.

Rytary: The patient has a diagnosis of

postencephalitic parkinsonism, or parkinsonism following intotigrafrom
carbon monoxide or manganese AND the prescriber is a neurologist AND
patient is having breakthrough symptoms despite a combination of concur
IR and ER formulations of carbidopa/levodopa

Azilect, rasagiline: The diagnosis or indicaton®Bar ki nsonés di
patient has had a documented side effect, allergy, or treatment failure witk
selegiline. AND The dose requested does not exceed 1 mg/day

carbidopa/levodopa/entacapone The patient has had a documented intoleran
to brand Sttevo.

Gocovri: diagnosis or indication is for the treatment of dyskinesia in a patient
Parkinsonds Disease AND the -pasedi e
therapy (with or without concomitant dopaminergic medications) AND the
patient has a docuented side effect, allergy, or treatment failure with
immediate release amantadihtmte: treatment failure is defined by a decrea
in effectivemess despite attempts to increase dosage to 300mg/day or by
temporarily discontinuing amantadine for severa¢kgeand restarting therapy

Mirapex ER, pramipexole ER, Requip XL, ropinirole XL: The diagnosis or
indication is Parkinsonds disease
Leg Syndrome (RLS) AND The patient has had an inadequate response (
wearhg off effect or fioffo time) wi
patient has not been able to be adherent to a three times daily dosing sch
of the immediate release product resulting in a significant clinical impact. /
If the requested produbas an AB rated generic, the patient has a documel
intolerance to the generic product.

Osmolex ER:patient has not been able to be adherent to the dosing schedule of
amantadine immediate release resulting in a significant clinical impact.

Tasmar, Tolcapone: The diagnosis or indicati
The patient has had a documented side effect, allergy, or treatment failure
Comtan or entacaponiéor approval of brand Tasmar, the patient must have
documented intolerance to the gaaequivalent.
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Zelapa@ (selegiline ODTYQL = 2.5 mg/day) Xadago:The d i_ agnosi s or indi c ation is
current therapy with levodopa/carbidopa AND The patient has had a

OTHER documented side effect, allergy, or treatment failure with selegiline. Note:
AMANTADINE syrup carbidopa/levodopa/entacapdgempare to Stalevo®) Xadago will no beapproved for monotherapy.
AMANTADINEcapsules,tablets GocovrikE (amantadine eXf!ZzeagpanThe diagnosis or indication is
(PA required for 10 day supply) tabs/day) on

® ; i
STALEVO™ (carbidopa/levodopa/entacapone) Osmolex® ER (amantadine exteneretease) current therapy with levodopa/carbidopa. AND Medical necessity for

QL =1 tablet/sength/day - ’ A ok _ T ”"
disintegrating tablet administration is provided (i.e. inability to swallaiets

or drug interaction with oral selegiline). AND the dose requested does no
exceed 2.5mg/day

Limitations: To prevent the use of amantadine in influenza
treatment/prophylaxis, days supply < 10 days will require PA.

PHOSPHODIESTERASE (PDE-4) INHIBITORS

Daliresp® tablet (roflumilast) Daliresp: The indication for the requested medication is treatment to reduce
Quantity limit = 1 tablet/day risk of COPD exacerbations in patients with severe COPD associated witk

chronic bronchitis and a history of exacerbations. AND The patient has h
Otezla® tablet (apremilast) documented side effect, allgrgreatment failure, or a contraindication to at
(Starter pack Quantity limit =55tablets28 days) least one inhaled lorgcting anticholinergic AND at least one inhaled long
(30 mg tablet$ Quantity limit = 2 tablets/day) acting beteagonist AND at least one inhaled corticosteroid.

* Maxi mum daysd suppl y | Otezla: The patientis 18 years of age or older ANIBe patient haa diagnosis of
psoriatic arthritis AND The patient has had inadequate response to, intole
to, or contraindication to methotrex@R The patient has a diagnosis of
moderate to severe plaque psoriasis affecting > 10% of the body surface are
(BSA) ard/or has involvement of the palms, soles, head and neck, or genitalii
has had a documented side effect, allergy, inadequate treatment response, ¢
treatment failure to at least 2 topical agents and at least 1 oral systemic agen
unless otherwise comiindicated.

PHOSPHODIESTERASE (PDE-5) INHIBITORS

Effective 7/1/06, phosphodiesterase-5 (PDE-5) inhibitors are no longer a covered benefit for all Vermont Pharmacy Programs for the treatment of erectile dysfunction. This change is
resultant from changes set into effect January 1, 2006 and as detailed in Section 1903 (i)(21)(K) of the Social Security Act (the Act), precluding Medicaid Federal Funding for outpatient
drugs used for the treatment of sexual or erectile dysfunction. Sildenafil will remain available for coverage via prior-authorization for the treatment of Pulmonary Arterial Hypertension.

Preferred After Clinical Criteria are Met _ Adcirca® (tadalafil) (Quanity Limit = 2 tablets/day) Sildgnaﬁl: Clinic_al Diagnosis of I_3ulm_onary .Hy_pertension N . .
SILDENAFIL CITRATE (compare to Revatio®) Revatio® (sildenafil) TabsQuantity Limit = 3 Adcirca (tadalafil) 20 mg, Revatio (sildenafil citrate) 20 mgClinical diagnosis
tablet of pulmonary hypertension AND No concomitant use of organic nitrate
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(Quantity Limit = 3 tablets/day) tablets/day)
Revatio® (sildenafil citrate) suspension

Revatio® (sildenafil citrate) vial

(Quantity Limit = 3 vials/day, maximum 14 days supy

per fill)

containing products AND patient has a documented intolerance to generic
sildenafil.

Revatio SuspensionClinical diagnosis of pulmonary hypertension AND medic
necessity for a liquid formulation is provided OR the patient is unable to
tolerate a 20mg dose.

Revatio IV: Clinical diagnosis of pulmonary hypertension AND Nacomitant
use of organic nitrateontaining products AND The patient has a requireme
for an injectable dosage form. AND Arrangements have been made for IV
bolus administration outside of an inpatient hospital setting.

PLATELET INHIBITORS

AGGREGATION | NHIBITORS Effient® (prasugrel) TableL = 1 tablet/day
BRILINTA® (ticagrelor) TableQL = 2 tablets/day Plavix®* 75 mg (clopidogrel bisulfate)

CILOSTAZOL A Zontivity® (vorapaxar) TableQL = 1 tablet/day
CLOPI DOGRELA75 mg Q)comp
PRASUGREL (compare to EffieR)

TICLOPIDINE (formerly Ticlid®)

OTHER
AGGRENOX® (dipyridamole/Aspirin)

ANAGRELIDE (compare to Agrylif)
ASPRIN
DIPYRIDAMOLE

Agrylin®* (anagrelide)

Dipyridamole/Aspirin (compare to Aggren@)
Durlaz# (asprin extaded release) capsules
Yospral® (aspirin and omeprazole)

Agrylin, Effient, Plavix: The patient has had a documented intolerance to the
generic formulation of the medication.

Dipyridamole/Aspirin: The patient has had a documented intolerance to the
brandformulation of the medication.

Durlaza: The patient is O 18 years of a
the risk of death and myocardial infarction (MI) in patients with chronic
coronary artery disease (history of MI, unstable angina pectoris, or chronic
stable angina) OR to reduce tfiek of death and recurrent stroke in patients
who have had an ischemic stroke or transient ischemic attack AND the pa
is unable to use at least 4 preferred products, one of which must be enteri
coated aspirin.

Yosprala: The patient must be at ristrfdeveloping aspirkassociated gastric ulcers
(hi story of gastric ulcers or age
side effect, allergy, or contraini
omeprazole) used in combination with aspirin.

Zontivity: The patient is started and stabilizenl the medication. (Note: sample:
are not considered adequate justification for stabilization.) OR The patient
a history of myocardial infarction (MI) or peripheral arterial disease (PAD)
AND The indication for use is reduction of thrombotic cardioudetevents.
AND The medication is being prescribed in combination with aspirin and/c
clopidogrel.

Limitations: Plavix/clopidogrel 300mg is not an outpatient dose and is not
covered in the pharmacy benefit.
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All products require PA

Preferred After Clinical Criteria are Met

MAKENA® (hydroxyprogesterone caproate)

250mg/ml vial (intramuscular injections)
Maximum fill = 35 day supply

MAKENA® (hydroxyprogesterone caproate)
275mg/1.1ml autdnjector (subcutaneous injection)
Maximum fill = 28 day suply

PSEUDOBULBAR AFFECT AGENTS

Nuedexta® capsules (dextromethorphan/quinidine) Nuedexta: The patient must have a diagnosis of pseudobulbar affect (PBA) secc
Quantity limit = 2 capsules/day to a neurological condition AND the patient has had a trial and therapy &t a
therapeutic dose with a tricyclic antidepressant (TCA) or an SSRI AND the p.
has documentation of a current EKG (within the past 3 months) without QT
prolongation AND initial authorizations will be approved for 6 months with a
baseline Cemtr for Neurologic Studies Lability Scale (CNLS) questionnaire
AND subsequent prior authorizations will be considered at 6 month intervals
documented efficacy as seen in an improvement in thelG\festionnaire

PROGESTATIONAL AGENTS
Hydroxyprogesterone caproate 250mg/ml vial Hydroxyprogesterone caproate Diagnosis or indication for use is adenocarcinorr
(intramuscular injection) of the uterus, management of amenorrhea and abnormal bleeding due to ho

imbalance in the abseea of organic pathology (e.g. uterine cancer), testing for
endogenous estrogen production, or production and desquamation of secret
endometrium OR for prophylaxis of preterm labor, the patient must meet crite
outlined above for Makena AND the patiemiist be unable to use both
formulations of Makena.

Makena: Patient is 16 years of age or older AND Patient has a history of
singleton spontaneous preterm birth AND Patient is having a singleton (sit
offspring) pregnancy AND Therapy will be startedveeen 16 weeks, 0 days
and 20 weeks, 6 days of gestation AND Therapy will be continued until we
37 (through 36 weeks, 6 days) of gestation or delivery, whichever occurs f

PLATELET STIMULATING AGENTS

Doptelet® (avatrombopag) Doptelet, Mulpleta: The patient is at least 18 years of age AND the diagisosis
Ma x i mu m 5plycgerprecédurs u p thrombocytopenia in a patient with chronic liver disease scheduled to underg

Mulpleta® (lusutrombopag) elective surgical or dental proce:
Maximum 7 dayso6 supp 50,000uL (< 50 x 16/L)

Nplate® (romiplostim) NPlate: The diagnosis or indication is chronic immune (ididyat

Promacta® (eltrombopag) thrombocytopenic purpura (I TP). A

TavalisseE (fostamatinib 30,000/uL (< 30 x 19L) or the patient is actively bleeding. AND The patien
hasan insufficient response or documented intolerance to corticosteroids,
immunoglobulins, osplenectomyAND Promacta

Promacta:
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PSORIASIS

INJECTABLES ( Initial approval is 3 months, renewals are 1 year)

Preferred After Clinical Criteria Are Met
COSENTYX® (secukinumab)

ENBREL® (etanercept)

Quantity limit = 8 syringes/28 days for the first 3
months; then 4

syringes/28 days(50 mg) or 8 syringes/28 days (25
subsequently

HUMIRA® (adalimumab)

Quantity limit = 4 syringes/28 days for one month; 2
syringes/28

days subsequently

I'lumyaE (t-asmd)raki zumab

Indication for use is chronic immune thrombocytopenia (ITPJ: h e

pati e
count is less thatan 30,000/uL (< 30 x 2L) or the patient is activelyleeding,
AND the patient has had an insufficient responsgooumented intolerance to
corticosteroids, immunoglobulins, or splenectomy.

Indication for use & chronic HepatitisC associated thrombocytopeni@he patient

is at least 18 years of age AND medication is used to initiate or maintain
interferonbased theapy.

Indication for use is Severe Aplastic Anemigatient has had an inadequate respo

to standard immunosuppressive therapy (e.g. cyclosporine).

Tavalisse:The patient is at least 18 years of age AND The diagnosis is chronic

immune thrombocytopenidflP) ANDTh e patientds plat
30 x 16/L AND The patient has had a documented side effect, allergy, treatrr
failure or a contraindication to therapy with corticosteroids AND the patient h:
failed at least one of the following atidial treatments: immunoglobulins,
rituximab, splenectomy, or a thrombopoietin receptor agonist (e.g. eltrombop
romiplostim, etc.)Note: Initial approval will be granted for 12 weeks. For thera
continuation, the patient must have achieved and niradota platelet count of at
least 50 x 19L and/or have a documented decrease in rescue treatment(s) w
platelet transfusions.

(Quantity Limit = 2 ml (2 syringes) for the first Clinical Criteria:

month then 1 ml (1 syringe)/84 days
subsequently)

Inflectre® (infliximab-dyyb) biosimilar to Remicade

Remicade (infliximab)

ReanIexi:fE (inflixim ab-abda) biosimilar to Remicafle

Silig® (brodalumab) injection (Quantity limit = 6 ml (4
syringes) for the first month then 3 ml (syringes)/2¢
days subsequently)

Stelara” (ustekinumab)

(Quantity limit = 45 mg (0.5 ml) or 90 mg (1 ml) per
dose) (90mg dosanly permitted if patient weight >
100kg)

(90 mg dose only permitted if pt weight > 100 kg)

Taltz® (ixekizumab) Quantity limit = 3 syringes/28
days for the first month, 2 syringes/28 days montl
and 3 and 1 syringe/28 days subsequently)

Tremfy&® (guselkumab) Quantity limit = 2 syringes/28
days for the first month, then 1 syringe ever 56 de¢
thereafter)

For all drugs:
The prescription must be written by a dermatologist or rheumatologist AND T

patient has a documented diagnogimoderate to severe plaque psoriasis al
has already been stabilized on the drug being requested OR The prescrip
must be written by a dermatologist or rheumatologist AND The patient has
documented diagnosis of moderate to severe plaque psoriasisraff> 10%
of the body surface area (BSA) and/or has involvement of the palms, sole:
head and neck, or genitalia and has had a documented side effect, allergy
inadequate treatment response, or treatment failure to at least 2 different
categories of thrapy [i.e. at least 2 topical agents and at least 1 oral systen
agent, (unless otherwise contraindicated)] from the following categories:
Topical agents: emollients, keratolytics, corticosteroids, calcipotriene,
tazarotene, etc. Systemic agents: meth@aiie, sulfasalazine, azathioprine,
cyclosporine, tacrolimus, mycophenolate mofetil, etc. Phototherapy:
ultraviolet A and topical psoralens (topical PUVA), ultraviolet A and oral
psoralens (systemic PUVA, narrow band ultraviolet B (NUVA), etc.

Additional Criteria for Cosentyx: The prescriber must provide evidence of a
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NON-BIOLOGICS

ORAL
ACITRETIN (compare to Soriata% capsules
CYCLOSPORINE (generic)

METHOTREXATE (generic)

TOPICAL
CALCIPOTRIENEOQintment, Solution
DOVONEX® CREAM (calcipotriene)

TAZORAC® (tazarotene cream, gel)

OxsoralerUltra® (methoxsalen)
Soriatan® (acitretin) capsules

Calcitrem@ (calcipotriene) ointment

caldtriol (compare to Vectical) Ointment
(Quantity Limit = 200 g (2 tubes)/week)
Calcipotriere Cream (compare to Dovorféx
Calcipotriene/betamethasone ointm@ampare to

Taclone>®) (QL for initial fill = 60 grams)
Enstilar® (calcipotriene/betamethasdrioam
Sorilux® (calcipotriene) foam

Methoxsalen (compare to Oxsorathra®)

Taclonex™ (calcipotriene/betamethasone ointment/sce
suspension)

(QL for initial fill = 60 grams)

Tazarotene Cream

Vectical® Ointment (calcitriol)
(Quantity Limit = 200g (2 tubes)/week)

trial and failure or contraindication to Humira®ote: Cosentyx approvals for
300mg dose(s) must use f300DOSEDO
syringes). Approval will not be grarddor 2 separate 150mg packages.
Additional Criteria for llumya, Remicade, Siliq, Stelara, Taltz, Tremfya: The
prescriber must provide a clinically valid reason why both Humira® and

Cosenty@cannot be used.
Note: Siliq is contraindicated in patientswi@r ohnés di sease.
Additional Criteria for Inflectra, Renflexis: The prescriber must provide a
clinically valid reason why Humifg Cosenty®, and Remicadecannot be
used.

Calcitrene, Soriatane: The patient has a documented intolerance to the gene
equivalent.

Calcipotriene cream: The patient has a documented intolerance to Brand
Dovonex cream.

Tazarotene: The patient has a documented intoleraiocerand Tazorac.

Enstilar, Taclonex or calcipotriene/betamethasone diproprionate Ointment or
Scalp SuspensionThe patient has had an inadequate response to a 24 mc
trial of a betamethasone dipropionate product and Dovonex (or generic
calcipotriene)simultaneously. AND The patient has had a documented sid
effect, allergy, or treatment failure with Tazorac 0.05% or 0.1% cream or ¢
Note: If approved, initial fill of Taclonex® or calcipotriene/betamethasone
diproprionate will be limited to 60 grasn

Vectical Ointment, Calcitriol Ointment: The patient O 18
The patient has a diagnosis of mi@moderate plaque psoriasis AND The
patient has demonstrated inadequate response, adverse reaction or
contraindication to calcipotriene

Sorilux: The patient O 1TBepgtienahasa diagnosia aof plaq:
psoriasis AND The patient has demonstrated inadequate response or
intolerance to other dosage forms of calcipotriene (brand or generic)

Methoxsalen, Oxsoralen Ultra:The patient has a documented diagnosis of
moderatdo severe psoriasis affecting > 10% of the body surface area (BS.
and/or has involvement of the palmeles, head and neck, or genitalia and h
had a documented side effect, allergy, inadequate treatment response, or
treatment failure to at least 2 fopl agents and #tast loral systemic agent,
unless otherwise contraindicated.

Limitations: Kits with nondrug or combinations of 2 drug products are not
covered.
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ANTICOLINERGICS: INHALED

SHORT-ACTING BRONCHODILATORS
ATROVENT HFA® (ipratropium)

IPRATROPIUM NEBULIZER SOLN
IPRATROPIUM/ALBUTEROL NEBULIZER SOLN

LONG-ACTING BRONCHODILATORS (LAMA)
SPIRIVA® HANDIHALER (tiotropium)
Quantity Limit = 1 capsule/day
TUDORZA® PRESSAIR® (aclidinium bromide)
Quantity Limit = 3 inhalers/90 ¢a

COMBINATION LONG -ACTING

BRONCHODILATORS (LAMA & LABA)

ANORO® ELLIPTA (umeclidinium/vilanterol)
Quantity Limit = 3 inhalers (180 blisters)/9C
days

BEVESPI AEROSPHERE®

(glycopyrrolate/formoterol)

Quantity Limit = 3 inhalers/90 days

LAMA/LABA/ICS COMBINATION
All agents require PA

ANTIHISTAMINES: INTRANASAL

PULMONARY AGENTS

Combivent Respimat:clinical justification must be provided detailing why the
) ) ] ) patient canniouse a combination of Atrovent HFA and the preferred albuterol
Combivent® Respimat (ipratropium/albuterol) formulation.Note: Per 2018 GOLD Guidelinekpng-acting bronchodilator use it
Quantity Limit = 1 inhaler (4 grams)/30 days recommended for GroupsB.
Incruse Ellipta/Seebri Neohaler:The patient has had documented siflect, allergy
or treatment failure to BOTH pref.
Stiolto Respimat/Utibron Neohaler: The patient has a documented side effect,
allergy, or treatment failure to BOTH preferred LAMA/LABA combinations
(Bevespi Aerosphere and Anoro Ellipta)

Incruse Ellipta® (umeclidinium bromide) (Quantity Lonhala Magnair: patient has a diagnosis of COPD (not FDA approved for asthi
Limit= 1 inhaler/30 days) ) ) _ AND has a failure of nebulized ipratropium solution AND at least 3 inhaled
Lonhala® Magnair (glycopyrollate) inhalatisolution LAMAGS S .
~ Quantity Limit = 60 vials/30 days Trelegy Ellipta: patient has a diagnosis of COPD (not FDA approved for asthma
Seebri Neohaler® (glycopyrrolate) AND has a fdiire of at least 2 different combinations of a preferred Inhaled
Spiriva® Respimat (tiotropium) Corticosteroid, LABA, and LAMA used in combination.
QL = 1 inhaler/30days Spiriva Respimat: patient has a diagnosis of COPD and a compelling clinical rez

why they cannot use Spiriva Handihaler OR patient ltbagrosis of asthma anc
has a side effect, allergy, or treatment failure despite maximized dose of a

Stiolto® Respimat (tiotropium/olodaterol) preferred ICS/LABA combination product.
Quantity Limit = 3 inhalers/ 90 days

UtibronE Neohal er BEolag)i nd a

Quantity Limit = 1 inhaler (60 blisters) 30 days

Trelegy® Ellipta (fluticasone/umeclidinium/vilanterol)
Quantity Limit = 1 inhaler (60 blisters)/30 days

SINGLE AGENT
ASTELIN, ASTEPRO, AZELASTINE, DYMISTA, OLOPATADINE,
Astelin® (azelastine) Nasal Spray

Quantity Limit =1 bottle (30 mB0 days PATANASE: The diagnosis or indication for the requested medication is alle

Astepro® (azelastine 0.15 %) Nasal Spray rhinitis. AND The patient has had a documente siffect, allergy, or

Quantity Limit = 1 bottle (30 ml)/30 days treatment failure to loratadine (OTC) OR cetirizine (OTC) AND a preferred
nasal corticosteroid used in combination. AND If the request is for Asteprc
azelastine (compare to Astelin®) Nasal Spray patient has a documented intolerance to the generic equivalent.

Quantity Limit = 1 bottle (30 ml)/30 days
azelastine 0.15 % (compare to Astepro®) Nasal Spr:
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ANTIHISTAMINE S: 15T GENERATION
All generic antihistamines

All generic antihistamine/decongestant combination

ANTIHISTAMINES: 2 N"° GENERATION
SINGLE AGENT TABLET

LORATADINE (OTC) (Allergy Relie®, Alaverf®)
CETIRIZINE OTC (formerly Zyrtec’) 5 mg, 10 mg
tablets

After loratadine OTC and cetirizine OTC trials
FEXOFENADINE 60 mg, 180 mg (OTC) tablets
(formerly Allegra™)

COMBINATION WITH PSEUDO EPHEDRINE

LORATADINE/PSEUDOEPHEDRINE SR 12hr 5
mg/120 MG (OTC

(Alavert Allergy/Sinus”)

LORATADINE/PSEUDOEPHEDRINE SR 24hr 10
mg/ 240 MG A(OTC)

SINGLE AGENT ORAL LIQUID

LORATADINE (OTC) syrup (Allergy Relié?)

CETIRIZINE (OTC, RX) syrup

Quantity Limit= 1 bottle (30 ml)/30 days

Olopatadine0.6% (compare to Patanase®) Nasal Sp

Quantity Limit = 1 bottle (31 gm)/30 days

Patanase® (olopatadine 0.6%) Nasal Spray
Quantity Limit = 1 bottle (31 gm)/30 day
COMBO WITH CORTICOSTEROID

DymistéFD (azelastie/fluticasone) Nasal Spray
Quantity Limit = 1 bottle (23 gm)/30 days

All brand antihistamines (example: Bena@yl

All brand antihistamine/decongestant combinations
(example: Deconamine %Rynata@ , Rynalz®)

desloratadinécompare to Claringx) 5 mg tablet
Levocetirizne (compare to Xyzat) 5 mg tablet

Xyzal® (levocetirizine) 5 mg tablet

Clarinex” (desloratadine) 5 mlet
)

All other brands

Cetirizine/Pseudoephedrine SR 12hr 5 mg/120 mg O
ClarinexD® 12 hr (desloratadine/pseudoephedrine 2.

mg/120 mQ)

Clarinex Syrup® (desloratadine)

Levocetirizine (compare to nyg) Solution
Xyzal™ (levocetirizine) Solution

CRITERIA FOR APPROVAL: The prescriber must provide a clinically valid
reason for the use of the requested medication including reasons why any
generically available products would not be a suitable alternative.

FEXOFENADINE 60MG/180 MG TABLETS The patient has had a
documented side effect, allergy, or treatment failure to loratadine (OTC) A
cetirizine (OTC).

CLARINEX TABLETS, DESLORATADINE TABLETS,

LEVOCETIRIZINE TABLETS, XYZALTABLETS The patient has lusa
documented side effect, allergy, or treatment failure to loratadine (OTC) A
cetirizine (OTC) AND fexofenadine. AND If the request is for Clarinex or
Xyzal, the patient must also have a documented intolerance to the generic
equivalent tablets.

CERTIRI ZINE CHEWABLE TABLETS, CLARINEX REDITABS,
DESLORATADINE ODT: The patient has had a documented side effect,
allergy, or treatment failure to loratadine (OTC) rapidly disintegrating table
and a preferred oral liquid. AND If the request is for Clarinedif@bs, the
patient must also have a documented intolerance to the generic equivalen
tablets

CLARINEX SYRUP, LEVOCETIRIZINE SOLUTION, XYZAL
SOLUTION ORAL LIQUID: the patient has had a documented side effec
allergy, or treatment failure to loratadinesy AND cetirizine syrup. AND If
the request is for Xyzal, the patient must also have a documented intolera
levocetirizine solution.

CETIRIZINE D, CLARINEX -D: The patient has had a documented side effe
allergy, or treatment failure to loratagid (OTC).

LIMITATIONS: Many Allegra® and Zyrtec® brand products as well as Clari
capsules are not covered as no Federal Rebate is offered. Fexofenadine
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CHEWABLE/ORALLY DISINTEGRATING Certirizine OTC Chewable Tablets 5 mg, 10 mg
TABLET Clarinex Reditabs (desloratadine) 2.5 mg, 5
Desloratadine ODT (compare to Clarinex Red 5

LORATADINE (OTC) (Allergy Relief, Alaver®) mg, 5 mg
rapidly (%isintegrating tablet (RDT) (compare to
Claritin™) 10 mg All otherbrands

BETA-ADRENERGIC AGENTS

METERED -DOSE INHALERS (SHORT- Levalbut%rol Aerosol (compare to Xopenex ® HFA)
ACTING) Ventolin™ HFA (albuterol)
PROAIR® HFA (albuterol) Xopenes® HFA (levalbuterol)

PROAIR® Respiclick (albuterol)
PROVENTIL® HFA (albuterol)

METE RED-DOSE INHALERS (LONG -
ACTING) (Preferred after clinical criteria are

met) Arcapta@ Neohaler (indacaterol)
Quantity Limit = 1 capsule/day

SEREVENT® DISKUS (salmeterol xinafoate)
Quantity Limit = 60 blisters/30 days

Striverdi Respimat® (olodaterol)

NEBULIZER SOLUTIONS (SHORT -ACTING)

Levalbuterolneb solution (compare to Xope@y(age >

ALBUTEROL neb solution (all strengths) 12 years)

LEVALBUTEROLneb® | uti on (age Xopene@ neb solution (all ages)

NEBULIZER SOLUTIONS (LONG -ACTING)
All products require a PA

TABLETS/SYRUP (SHORT-ACTING) Brovare® (arformoterol)QL = 2 vial/day
Perforomist® (formoterol)QL = 2 vial/day
metaproterenol tablets/syrup

ALBUTEROL tablets/syrup

terbutaline tablets

TABLETS (LONG -ACTING .
( ) Vospire EF®x (albuterol)

ALBUTEROL ER tablets
CORTICOSTEROIDS/COMBINATIONS: INHALED
METERED DOSE INHALERS (SINGLE

AGENT) Aerospaﬁ@ (flunisolide HFA)
ASMANEX® (mometasone furoate)
(QL = 3 inhalers/90 days)

AIvesco® (ciclesonide)

(QL =6 inhalers (53.4 gm)/90 days)

suspension not covered as no Federal Rebate is offered.
Fexofenadine/pseudoephedrine combinatiardpcts) (brand and generic) are
not covered individual components may be prescribed separately.

Levalbuterol (aerosol),Ventolin HFA, Xopenex HFA: patient has documented
side effect, allergygr treatment failure ttwo preferred short acting metered dos
inhalers AND for approval of levalbuterol aerosol, the patient must have a
documented intolerance to brand Xopenex HFA.

Serevent The patient has a diagnosis of asthma and is prescribetdaad
corticosteroid (pharmacy claims will be evaluated to assess compliance w
long term controller therapy) OR the patient has a diagnosis of COPD.

Arcapta, Striverdi: The patient has a diagnosis of COPD (not FDA approved
asthma). AND The patiemmias a documented side effect, allergy, or treatme
failure to Serevent.

Levalbuterol, Xopenex nebulizer solution (age > 12 years)The patient must
have had a documented side effect, allergy, or treatment failure to albuter
nebulizer. AND for appneal of brand Xopenex, the patient must have had i
documented intolerance to the generic.

Xopenex (age <12 years)fhe patientnust have a documented intolerance to
generic levalbuterol nebulizer solution

Brovana or Perforomist Nebulizer Solution: The ptient must have a diagnosit
of COPD. AND The patient must be unable to use amelrulized loneacting
bronchodilator or anticholinergic (Serevent or Spiriva) due to a physical
limitation

Metaproterenol tablets/syrup: The patient has had a documens@te effect,
allergy or treatment failure with generic albuterol tablets/syrup.

Terbutaline tablets: The medication is not being prescribed for the
prevention/treatment of preterm labor.

Vospire ER tablets: The patient must have had a documented dfdete
allergy, or treatment failure to generic albuterol ER tablets.

Metered-dose inhalers (single agent)The patient has had a documented side
effect, allergy, or treatment failure to at letagd preferred agestAND for
approval of Asmanex HFA, there must be a clinically compelling reason th
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FLOVENT® DISKUS (fluticasone propionate)
(QL = 3inhalers/90 days)

FLOVENT® HFA (fluticasone propionate)
(QL =36 gm(3 inhalers)/90 days)
PULMICORT FLEXHALER® (budesonide)
(QL =6 inhalers/90 days)

QVARE REDI HALERE 40mcg/

(QL =21.2 gm (2 inhalers)/90 days)
QVARE REDI HAL@ME 80 mc
(QL = 31.8gm (3 inhalers/90 days)

METERED DOSE INHALERS (COMBINATION
PRODUCT)

ADVAIR® HFA (fluticasone/salmeterol)
(QL =36 gm (3 inhalers)/90 days)
ADVAIR® DIskus (fluticasone/salmeterol)
(QL = 3 inhalers/90 days)

DULERA® (mometasone/formoterol)
(QL =39 gm (3 inhalers)/90 days)
SYMBICORT® (budesonide/formoterol)
(QL =30.6 gm (3 inhalers)/90 days)

NEBULIZER SOLUTIONS

BUDESONIDE INH SUSPENSION 0.25mg, 0.5mg

Age O 12 yrs)
CORTICOSTEROIDS: INTRANASAL

SINGLE AGENT

BUDESONIDE

QL =8.43 ml (1 inhaler)/30 days
FLUTICASONE Propionate
QL =16 gm (1 inhaler)/30 days

TRIAMCINOLONE

patient is unable to use Asmanex.

AirDuo Respiclick, Breo Ellipta, Fluticasone SalmeterolThe patient has had a
documented side effect, allergy, or treatment failure to any 2 of the followil
Advair, Dulera, or Symbicort.

Budesonide Inh SuspensionThe patient requires a nebulizer formulation AND
the dose is 1mg, the patient must be unable to use two 0.5mg vials

Pulmicort Respules The patient requires a nebulizer formulati®ND if the

dose is 1mg, the patient must be unable to use two 0.5mg \Wiistide patient

has a documented intolerance to the generic

(QL =18.3 gm (3 inhalers)/90 days)) (80 mcg/inh)
(QL =36.6 gm (6 inhalers)/90 days)) (160 mcg/inh)
Armonair Respiclick® (fluticasone propionate)
(QL = 3 inhalers/90 days)

Arnuity Ellipta 100 or 200mcg/inh (fluticasone furoate

(QL= 90 blisters/90 days)
Asmanex® (mometasone furoate) HFA
QL =39 gm (3 inhalers)/90 days)

AirDuo Respiclick® (fluticasonetalmeterol) QL=3
inhalers/90 days)

Breo EIIipte@ (fluticasone furoate/vilanterol)

(QL =180 blisters(3 inhalers)/90 days)

Fluticasone/salmeterol (comopare to AirDuo
Respiclick®) QL=3 inhalers/90 days)

Budesonide Inh Suspensi@mg (all ages), 0.25mg and
0.5mg (age >12 years)
PulmicortRespules’ (budesonide)

Beconase A@ (beclomethasone)
QL =50 gm (2 inhalers)/30 days

flunisolide 25 mcg/spray (formerly Nasal@)a

QL =50 ml(2 inhales)/30 days

Mometasone (compare to NasoRe®L = 17gm (1
inhaler)/30 days

Beconase AQ, Flunisolide 25 mcg/spray, Nasonex, Mometasone, QNAShe
patient has had a documented side effect, allergy, or treatmeng fafitwo
preferred nasal glucocorticoids. If a product has an AB rated generic, one
must be the generic.

Dymista: The diagnosis or indication is allergic rhinitis. AND The patient has

a documented side effect, allergy, or treatment failureraiddine (OTC) OR
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QL = 16.9 ml (1 inhaler)/36ays

OMNARIS® (ciclesonide)
QL =12.5 gm (1 inhaler)/30 days

ZETONNA® (ciclesonide)
QL =6.1 gm (1 inhaler)/30 days

LEUKOTRIENE MODIFIERS

Preferred AfterAgeCriteria Are Met

MONTELUKAST SODIUM (compare to
Singulair®) tablets

MONTELUKAST SODIUM (compare to
Singulair® chews 4mg for ages -5, 5mg for
age 614

MONTELUKAST SODIUM (compare to
Singulair®) granulesages 6month23months

SYNAGIS

cetirizine (OTC) AND a preferred nasal corticosteroid used in combination.
Xhance: The patient has had a documented side effect, allergy, or treatment
failure of three preferred nasal glucocorticoids, one of which must be
fluticasone.
p r o Limitations: Nasacort Allergy OTC and Flonase are not covered as no Fede
Rebate is offered.

NASONEX® (mometasone)

QL =17 gm (1 inhaler)/30 days

QNASL® (beclomethasone diproprionate) HFA
QL =10.6gm (1 inhaler)/30 days
XhanceE (fluticasone
QL=16ml (1 inhder)/30 days

COMBINATION WITH ANTIHISTAMINE
Dymista® (azelastine/fluticasone)
QL =23 gm (1 inhaler)/30 days

Montelukast: Clinical rationale must be provided for prescribing a dose and
formulation that differs from age recommendations AND Ifréqpiest is for
brand Singulairthe patient has a documented intolerance to the generic equiv
montelukast preparatio

Zafirlukast, Accolate: The diagnosis or indication for the requested medicatio
asthma. AND If the request is for Accolate, the patient has a documented
intolerance to generic zafirlukast.

Zileuton ER, Zyflo/Zyflo CR: The diagnosis or indicatiomf the requested
medication is asthma. AND The patient has had a documented side effec
allergy, or treatment failure to Accolate or Singulair/Montelukedb if the
request is foZileuton ER, the patient must have a documented intolerance to
brand Zyfo CR.

Accolate® (zafirlukast)

Quantity Limit = 2 tablets/day

SingulaiFR> (montelukast sodium)tablets, chew tabs,
granules

Quantity Limit = 1 tablet or packet per day

zafirlukast (compare to Accolatg

Zileuton ER (compare to Zyflo CR®)

Quantity Limit = 4 tablets/day
Zyflo (zileuton)

Quantity Limit =4 tablets/day
Zyflo CR™ (zileuton SR)

Quantity Limit = 4 tablets/day

SYNAGIS® (palivizumab)
Quantity Limit = 1 vial/month (50 mg) or 2 vials/mont CRITERIA FOR APPROVAL:
(100 mg) Infants born at 28 weeks of gesta
under twelve months of age at the start of the RSV season (maximum 5d

[ Infants born at 282 weeks (i.e., between 29 weeks, 0 days and 31 weeks,
days) of gestatioand under 1 year of age at the start of the RSV season w
develop chronic lung disease of prematurity defined as a requirement for :
oxygen for at least the first 28 days after birth (maximum 5 doses).

[J Children under 24 months of age with chroniedudisease of prematurity
defined as born at 31 weeks, 6 days or less who required >21% oxygen fc
least the first 28 days after birth and continue to require medical support
(chronic  corticosteroid therapy, diuretic therapy, or supplemental oxyger
during the émonth period before the start of the second RSV season
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(maximum 5 doses).

[1 Children under 12 months of age with hemodynamically significant congen
heart disease (CHD) (dosing continues in the RSV season through the en
the month thenifant reaches 12 months efdaximum 5 doses): Acyanotic
heart disease and receiving medication to control congestive heart failure
will require cardiac surgical procedures, Moderate to severe pulmonary
hypertension , Cyanotic heart disease and recardetefor Synagis therapy b
Pediatric Cardiologist

Infants under 12 months of age with either: (dosing continues in the RSV s
through the end of the month the infant reaches 12 monthmakimum 5
doses) Congenital abnormalities of the airways ttmpairs the ability to clear
secretions from the upper airway because of ineffective cough, Neuromus
condition that impairs the ability to clear secretions from the upper airway
because of ineffective cough

[J Infants and children less than 24 nlesof age who will undergo a heart
transplant during the RSV season

[J Infants and children less than 24 months of age who are profoundly
immunocompromised during the RSV season (e.g. undergoing organ or si
cell transplant or receiving chemotherapy).

EXCLUDED FROM APPROVAL:

[ Infants and children with hemodynamically insignificant heart disease.

Infants with cardiac lesions adequately corrected by surgery, unless they
continue to require medication for congestive heart failure.

[ Infants with mild carddmyopathy who are not receiving medical therapy.

Breakthrough hospitalization for RSV disease (Synagis therapy should be
discontinued for the season once hospitalization for RSV has occurred).

Infants and children with Down syndrome unless othdcatins above are
present.

Infants and children with cystic fibrosis unless other specific conditions are
present

This drug must be obtained and billed through a DVHA enrolled specialty
pharmacy and processed through the DVHA POS prescription processing
system using NDC values. Under no circumstances will claims processec
through the medical benefit be accepted.

PULMONARY ARTERIAL HYPERTENSION MEDICATIONS

Adempas: The patient has a diagnosis of pulmonary arterial hypertension (P;
ENDOTHELAN RECEPTOR ANTAGONISTS with New York Heart Association (NYHA) Functional Class Il or lll. OR Thi
Letairis® (ambrisentan) Tablet patient has a diagnosi$ chronic thromboembolic pulmonary hypertension
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TRACLEER® (bosentan) Tablet (62.5mg, 125mg)
Quantity Limit =2 tablets/day

PROSTACYCLIN AGONISTS
Injection

EPOPROSTENOL( compare to Floldf)

REMODU@IN® (treprostinil sodium injection)
VELETRI™ (epoprostinil)

Inhalation®
TYVASO™ (treprostinil inhalation solution)
VENTAVIS™ (iloprost inhalation solution)

Oral
ORENITRAM® (treprostinil) ER Tablet

SGC STIMULATOR
All products require a PA

*Maximum days supply for all drugs is 30 days**

CALCIUM ACETATE (compare to Phos [®)
capsule

CALCIUM ACETATE (compare to EIiphc@) tablet

FOSRENOI_® (lanthanum carbonate)

RENAGEL® (sevelamer)

ORAL SOLUTIONS
PHOSLYRA® (calcium acetate) oral solution

Quargéity Limit = one tablet/day
Opsumit” (macitentan) Tablet
Quantity Limit =one tablet/day

Tracleel® tablets for oral suspension (32mg)

®~k
Flolan™ (epoprostenol)

UptravP® (selexipag) tablets
200mcg strength, QL = 140 tablets/30 days for th
first 2 months then 2 tablets/day subsequently
All other strengths, QL 2 tablets/day

Adempa@ (riociguat) Tablets
Quantity Limit = 3 tablets/day

(CTEPH, WHO Group 4) AND the patient has persistent or recurrent dise:
after surgical treatment (e.g., pulmonary endarterectomy) or has CTEPH t
inoperable AND The patient is 18 years of age or odd¢D The patient will
not use Adempas concomitantly with the following: Nitrates or nitric oxide
donors (such as amyl nitrate) in any form. Phosphodiesterase (PDE) inhib
including specific PDE5 inhibitors (such as sildenafil, tadalafil, or vardenafi
or nonspecific PDE inhibitors (such as dipyridamole or theophylline) AND
The patient is not pregnant AND Female patients are enrolled in the Ader
REMS Program

Tracleer tablets for oral suspensionPatient has a diagnosis of PAH with NYH
FunctionalCl assl I or |11 AND patient i

Flolan: Clinical diagnosis of pulmonary hypertension AND The patient has h:
documented intolerance to the generic epoprostenol.

Letairis, Opsumit: Patient has a diagnosis of PAH with NYHA Fuoogl Class
Ilor Il AND Patient is not pregnant AND Female patients have been enr
in the REMS Program AND the patient has a documented side effect, alle
or treatment failure with Tracleer.

Uptravi: The patient has a diagnosis of pulmonaryraftypertension (PAH) with
New York Heart Association (NYHA) Functional Class Il or Ill heart failure Al
the patient is unable to tolerate or has failed 2 different preferred medications
of which must be Orenitram

RENAL DISEASE: PHOSPHATE BINDERS

Auryxizaﬁf)FD (ferric citrate)(QL= 12/day)
Eliphos™ (calcium acetate) tablet
Lanthanum carbonate (compare to Fosrenol)
Renvela” (sevelamer carbonate) Oral Suspension Pa
(QL = 2 packs/day (0.8 g strength only)
Renvel® (sevelamer carbonate) tablets
sevelamer carbonate Oral Suspension Pac&etfare
to Renvela®)
(QL =2 packs/day (0.8 g strength only)
Sevelamer carbonate tablets (compare to Re®yela

Velphoro® (sucroferric oxyhydroxide) Chew Tablet

Eliphos: The patient must have a documented intolerance to the generic equi
calcium actate tablet or capsule.

Renvela Oral Suspension Packet, Sevelamer Pack@&he patient has a
requirement for a liquid dosage form.

Auryxia, lanthanum carbonate, Renvela tablets, sevelamer carbonate tablets,
Velphoro Chew Tablet: The patient must havedacumented side effect, allergy
or inadequate response to one preferred phosphate binder.
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DOPAMINE AGONISTS (ORAL)

PRAMIPEXOLE (compare to Mirapey)
ROPINIROLE(compare to Requ%)

DOPAMgéE AGONISTS (TRANSDERMAL)
NEUPRO™ (rotigotine) transdermal patch
(Quantity Limit = 1 patch/day)

(1mg, 2 mg and 3 mg patches ONLY)

GAMMA -AMINOBUTYRIC ACID ANALOG

GABAPENTIN IR

RESTLESS LEG SYNDROME MEDICATIONS

Mirape* (pramipexole)
Requi* (ropinirole)

Horizanf® (gabapentin enacarbil) ER Table
(Quantity Limit = 1 tablet/day)

Mirapex, Requip: The patient has had a documented intolerance to the genel

product.

Horizant: The patient has a diagnosis of restless legs syndrome (RLS). ANC

patient has had a documented side effect, all@@ytraindication or treatment
failure to two preferred dopamine agonists (pramipexole IR, ropinirole IR,
Neupro) AND gabapentin IR.imitations: Requests for Mirapex ER and
Requip XL will not be approved for Restless Leg Syndrome (RLS).

RHEUMATOID, JUVENILE & PSORIATIC ARTHRITIS: IMMUNOMODULATORS

Preferred After Clinical Criteria Are Met

Injectable
COSENTYX® (secukinumab)

ENBREL® (etanercept)

(Quantity limit = 4 syringes/28 days(50 mg) and 8

syringes/28 days (25
mg))

HUMIRA® (adalimumab)
(Quantity limit = 4 syringes/28 days)

Actemr&® (tocilizumab) Intravenous Infusion

(Qty limit = 4 vials/28 days (80 mg vial), 3 vials/28 day

(200 mg vial) or 2
vials/28 days (400 mg vial))
Actemrd® (tocilizumab) Subcutaneous
(Qty limit = 4 prefilled syringes (3.6ml)/28 days)
Cimzia™ (certolizumab pegol)
(Quantity limit = 1 kit/28 days)
Inflectr® (Infliximab-dyyb) biosimilar to Remicade
Kevzar® (sarilumab) Quantity limit = 2 syringes/28

day&
Kineret™ (anakinra)
(Quantity limit = 1 syringe/day)
Olumiant® (baricitinib) tablets
(Qty limit = 1 tablet/day)
Maximum 30 days supply
orencid® (abatacept) Subcutaneous Injection
(Quantity limit = 4 syringes/28 days)
Orencia® (abatacept) Intravems Infusion
Remicadg’ (infliximab)
Renflexi$ (Infliximab-abda) biosimilar to Remicalle

Clinical Criteria for all drugs: Patient has a diagnosis of rheumatoid arthritis

(RA), juvenile idiopathic arthritis* or psoriatic arthritis and has already bee
stabilizzd on the drug being requeste® Diagnosis is RA, jenile idiopathic
arthritis or psoriatic arthritis, and methotrexate therapy resulted in an adve
effect, allergic reaction, inadequate response, or treatment failure. If
methotrexate is contraindicated, another DMARD should be tried prior to
approving herapy. Other DMARDSs include leflunomide, sulfasalazine, golc
antimalarials, minocycline, penicillamine, azathioprine, cyclophosphamide
and cyclosporine. Additional note for Humira: Approval should be granted
cases where patients have been treaitdimfliximab but have lost response
to therapy.

Cosentyx additional criteria;p at i ent must be O 18 y

prescriber must provide evidence of a trial and failure or contraindication t
Humira.Note: Cosentyx approvals for 300mg dose(s) nusus e fi 30
package (containing 2x150mg pens or syringes). Approval will not be grar
for 2 separate 150mg packages.

Actemra, Cimzia, Kevzara, Remicade, Simponi (subcutaneous), and Stelara

additional criteria: The prescriber must provide clinicallphd reason why
both Humira and Enbrel cannot be used.
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Simpont” (golimumab) Subcutaneous

Qty Limit = 1 of 50 mg prefilled syringe or
autoinjectQr/28 days)

Simponi Aria” (golimumab) 50 mg/4 ml Vial for
Intravenous Infuisn

Stelar®® (ustekinumab)

(Quantity limit =45 mg (0.5 ml) or 90 mg (1 ml) per
dose)

(90 mg dose only permitted for pt weight > 100 kg)

Oral
All products require PA.

XeljanZ” (tofacitinib) tablet

(Qty limit = 2 tablets/day)

Maximum 30 days supply

XeljanZ® XR (tofacitinib) teblet Qty limit =
ltablet/day)

Inflectra, Renflexis additional criteria: The prescriber must provide a clinically
valid reason why both Humira and Enbrel cannot be used AND the patien
must be unable to use Remicade.

Simponi Aria additional criteria: The patient has not responded adequately t
Simponi subcutaneous. AND The prescriber must provide a clinically valic
reason why both Humira and Enbrel cannot be used.

Kineret, Orencia additional criteria: Note: Kineret or Orencia nyebe used as
monotherapy or concomitantly with DMARDs, other than TNF antagonists
Kineret or Orencia should not be administered concomitantly with any TN}
antagonists (i.e. Enbrel, Humira, or Remicade). AND The prescriber must
provide a clinically valideason why both Humira and Enbrel cannot be us

Xeljanz, Xeljanz XR additional criteria The pati ent must
AND The prescriber must provide a clinically valid reason why both Hum
and Enbrel cannot be used. For approval of XeljeRzpatient has not been
able to tolerate or adhere to twice daily dosing of immediate release Xeljai
resulting in significant clinical impact.

Olumiant additional criteria: The pati ent must be O

prescriber must provide a clinlgavalid reason why Humira, Enbrel, and Xeljanz

cannot be used.

Note: Patients with systemic juvenile arthritis (SJRA/SJIA)and feverare not
required to have a trial of a DMARD, including methotrexate. Patients with
systemic juvenile arthritis without¥er should have a trial of methotrexate, k
a trial of another DMARD in the case of a contraindication to methotrexate
not required before Enbrel, Humira, Actemra, or Orencia is approved. *
Patients with psoriatic arthritis with a documented diagnufséetive axial
involvement should have a trial of NSAID therapy, but a trial with DMARD
not required before a TNBlocker is approved. If no active axial skeletal
involvement, then an NSAID trial and a DMARD trial are required (unless
otherwise contiiadicated) prior to receiving Humira, Enbrel, Remicade,
Cimzia, Stelara or Simponi

SICKLE CELL DISEASE THERAPIES

DROXIA® (hydroxyurea) 200mg, 300mg, 400mg ca Endari (L-glutamine powder for oral solution)
HYDROXYUREA (compare to Hydrea®) 500mg caf QL=maximum of 30 day supply
Hydrea® (hydroxyurea) 500mg cap
Nutrestore (kglutamine powder or oral solution)
QL=168 packets/28 days
Siklos® (hydroxyurea) 100mg, 1000mg tablet

Endari: Indication for use is to reduce the acute complication of Sickle Cell
AnemiaAND the patient has had a documented intolerance to Nutrestore
Hydrea: Patient has had a documented intolerance to the generic equivalent.
Nutrestore:

Indication or use is Short Bowel Syndrome (SB&)medication is administered as
cotherapy with recomhant growth hormone AND duration of treatment does not
exceed 16 weeks.

Indication for use is Sickle Cell Anemia (§OAedication will be approved with
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PILOCARPINE (ompare to Salagen®)
CEVIMELINE (compare to Evoxac®)
EVOXAC® (cevimeline)

BENZODIAZEPINE

ESTAZOLAM
TEMAZEPAM 15 mg, 30 mg (compare to Rest@bil

NON BENZODIAZEPINE, NON BARBITURATE

ZOLPIDEM (compare to Ambie®)(Quantity Limit
=1 tab/day)

ZALEPLON (compare to Sonata®)

(Quantity Limit = 1 cap/day (5 mg) or 2 caps/day (:
mg))

quantity limits based on patient weight (< 30kg = 2 packets/da§53@ = 4
packets/day, > 65kg =packets/day
Siklos: Patient has a diagnosis of Sickle Cell Anemia with recurrent moderate to

severe pain crises AND the required dose is < 200mg OR Patient has a diag
of Sickle Cell Anemia with recurrent moderate to severe pain crises AND has
documated intolerance to a preferred hydroxyurea formulation. Fappeoval,
the patient must have a documented decrease iroeaksive episodes, acute
chest syndrome, SCD related hospitalizations, or blood transfusions.

SALIVA STIMULANTS

Salagen: The patient has had a documented side effect, allergy, or treatmen

Salagef®* (pilocarpine
9 p pine) failure to generic pilocarpine

SEDATIVE/HYPNOTICS
fluraze%gn(formerly Dalman@) Criteria for Approval: The patient haBad a documented side effect, allergy, ¢
Halcion™ (triazolam) treatment failure with two preferred benzodiazepine sedative/hypnotics. If
Restori®* (temazepam) product has an AB rated generic, one trial must be the generic.

temazepan?.5 mg, 22.5 mg (compare to Res@)il
triazolam(compare to Halcio@)

Ambien™ (zolpidem)(Quantity Limit =1 tab/day)  ambien, Sonata: The patient has had a documented intolerance to the gener

Ambien g?) (zolpidem) (Quqntity L?mit =1 tab/day) equivalent.

Belsomret” (suvorexanfQuantity Limit = 1 tab/day) Ambien CR, Belsomra, Lunesta, eszopiclone, Zolpidem CRhe patient has

Edlua® (zolpidem) sublingual tabléQuantity Limit = 1 had a documented side effect, allergy or treatment failure &rigezolpidem.
tab/day) If the request is for brand Ambien CR, there has also been a documented

eszopiclongcompare to Lunes@a) intolerance to the generic. Belsomra will be available to the few patients w

(Quantity Limit = 1 tab/day) are unable to tolerate or who have failed on preferred medications.

Intermezz& (zolpidem) Sublingual Tabl¢Quantity Edluar: The patient s a medical necessity for a disintegrating tablet formula
Limit =1 tab/day) (i.e. swallowing disorder)ntermezzo: The patient has insomnia

Lunesta_ (eszopiclme) (Quantity Limit = 1 tab/day)

Rozerent (ramelteon)Quantity Limit = 1 tab/day)

Silenor™ (doxepin)(Quantity limit = 1 tab/day)

Sonat®” (zaleplon)(Quantity Limit = 1 cap/day (5 mg
or 2 caps/day (10 mg))

Zolpidem CR(compare to Ambien C@) (Quantity Limit

characterized by middief-the night awakening followed by difficulty
returning to sleep AND The patient has had a documengetbquate respons:
to zolpidem IR AND zaleplon.

Rozerem: The patient has had a documented side effect, allergy, contraindic:
or treatment failure to generic zolpidem. OR There is a question of substa
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=1 tab/day)

abuse with the patient or family of the patient.

Silenor: The patient has had a documented side effect, allergy, contraindicat
treatment failure to generic zolpidem AND The patient has had a documel
intolerance with generic doxepin or there is another clinically valid reason
a generic drepin (capsule or oral solution) cannot be used.

SMOKING CESSATION THERAPIES
NICOTINE REPLACEMENT: maximum duration is 16 weeks (2 x 8 weeks)/365 days for nopreferred. For approval of therapy beyond the established maximum duration, the

prescriber must provide evidence that the patient is engaged in a smoking cessation counseling program.

NICOTINE GUM Nicoderm Cr% Patc@

NICOTINE LOZENGE Nicorette Gu

NICOTINE PATCH OTC Nicorette Lozenge
Nicotrol Inhale@

ORAL THERAPY Nicotrol Nasal Spra@
BUPROPION SRcompare to Zyba@)

Zyban®* (bupropion SR)

CHANTIX® (varenicline) (Limited to 18 years and ~ (Mmaximum duration 24 weeks (2 x 12 weeks)/365 day

older, Quanty Limit = 2 tabs/day, max duration
24 weeks (2x12 weeks )/365 days)

Nicoderm CQ patch: The patient has had a documented intolerance to generi
nicotine patch.

Nicorette gum: The patient has had a documented intolerance to generic nicc
gum.

Nicorette Lozenge:The patient has had a documented intolerance to generic
nicotine lozenge.

Nicotrol Inhaler: The patient has had a documented treatment failure with BC
generic nicotine patch and generic nicotine gum.

Nicotrol Nasal Spray: The prescriber must prale a clinically valid reason for

the use of the requested medication.

Zyban: The patient has had a documented intolerance to generic bupropion

*Smoking Cessation Counseling is encouraged with the use of smoking cess
therapies*

*The combined pescribing of long acting (patch) and faster acting (Qum or
lozenge) nicotine replacement therapy is encouraged for greater likelihooc
quit success.

Vermont QUIT LINE (available free to all patients)80-QUIT-NOW (1-800
784-8669)

GE T QU I Support Plaravailable free to all Chantix® patients377-
CHANTIX (242-6849)

Limitations: Nicotine System Kit® not coverddprescribe multiple strengths
separately

TESTOSTERONREPLACEMENT THERAPY

Nasal

All products require PA Natest® (testosterone) nasal (Gt 1 pump/30 days)

Topical

Natesto: The patient has had a documented side effect, allergy, or treatment
failure to AndroGéP Gel and Androderm.
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ANDRODERM® Transdermal 2mg, 4 mg
(testosterone patch)
Quantity limit = 1 patch/day/strength

ANDROGEL® GEL (testosterone 1% gel packets)

Quantity limit = 2.5 gm packet (1 packet/day)
5 gm packet (2 packets/day)
ANDROGEL® GEL (testosterone 1.62% gel
packets)
Quantity limit = 1.25 gm packet (1.62%) (1
packet/day)
2.5 gm packet (1B%) (2 packets/day)

ANDROGEL® PUMP (testosterone pump bottles)
Quantity limit = 1.62% (2 bottles/30 days)

Oral
Methitest (methyltesterone) Tiab 10mg

Injectable

TESTOSTERONE CYPIONATE IM (compare to
Depd®-Testosterone)

TESTOSTERONE ENNTHATE IM

SHORT-ACTING AGENTS
OXYBUTYNIN

Axiron (testosterone 2% solution) 90 ml Pump Bottle

Quantity limit = 2 bottles/30 days

Fortest® (testosterone 2 % Gel) 60 gm PuBitle

Quantity limit = 2 bottles/30 days

Testin®® Gel 5 gm (testosterone 1% gel tube)

Quantity limit = 2 tubes/day

Testosterone 1% Gel Packets (compare to Andtpgel
Vogelxd®)

Quantity Limit = 2.5gm packet (1 packet/day)

Quantity Limit= 5gm packet (@ackets/day)

Testosterone 1% gel tube (compare to Tt 5 gm,

Vogelxo®,

Androge@)

Quantity limit = 2 tubes/day

Testosteron&% Gel Pump (compare to Andro@el
Vogelxo®)

Quantity limit = 4 bottles/30 days

Testosterone 2% gel 60 gm pump bottienjpare to

For’testga> ) Quantity limit = 2 bottles/30 days
Testosterone 2% solution 90mI Pump Bottle (compare
Axirog@) Quantity limit = 2 bottles/30 days
Vogelxo~ 1% (testosterone 1%) gel, pump
Quantity limit = 2 tubes/day (5 gm gel tubes)
Quantity limit = 4 bottles/30 days (gel pump bottle)

Android (methyltestoterone) capsule 10mg
Methyltestosterone capsule 10mg

Strian® Sr (testosterone) 30mg

Testred (methyltestosterone) capsule 10mg
*Maximum day supply all products is 30 days*

Aveed (testosterone undecanote) IM
Depd®-Testosterone (testosterone cypionéé)
Tegopef (testosterone) implant pellets
XyostecE (testosterone enanthate) SC

Axiron, Fortesta, Testim Testosterone Gel 1%, Testosterone Gel 2 %The

patient has had a documented side effect, allergy, or treatment failure to
Androgel and Androderm.

Android, Striant, Methyltesterone, Testred patient fas a documented side
effect, allergy, or treatment failure to Methitest

Depo Testosterone:The patient has a documented intolerance to generic
testosterone cypionate.

Aveed, Testopel, XyostedThe patient has had a documented side effect,
allergy, or reatment failure to TWO preferred testosterone products, one ¢
which must be an injectable formulation.

URINARY ANTISPASMODICS

Flavoxate

Please note: Patients <21 years of age are exempt from all ORAL
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LONG-ACTING AGENTS
(Qty Limit =1 per day)

OXYBUTYNIN XL (compare to Ditropa@ XL)
ToVIAZ® (fesoterodine)

Transdermal/Topical
All products require PA

BETA -3 ADRENERGIC AGONISTS
All products require PA

CLINDAMYCIN

CLEOCII\fFD Vaginal Ovules (clindamycin vaginal
suppositories)
CLINDAMYCIN VAGINAL (clindamycin vaginal

cream 2%)
CLINDESSE® (clindamydn vaginal cream 2%)

METRONIDAZOLE
METRONIDAZOLE VAGINAL GEL 0.75%

VANDAZOLE (metronidazole vaginal 0.75%)

SECNIDAZOLE
All products require PA

Detrol™ (tolterodine)
tolterodine(compare to Detr@)
trospium

Detrol LA® (tolterodine SR)

Ditropan x1® (oxybutynin XL)

Enable® (darifenacin)
tolterodine SRcompare to Detrol L/@)

trospium ER
Vesicard® (solifenacin)

Gelnique 3% (oxybutynin topical gel)

(Qty limit = 1 pump bottle (92gm)per 30 days)

Gelnique 1098 (oxybutynin topical gel)

(Qty limit= 1 sachet/day)

Oxy'(rol® (oxybutinin transdermalQty Limit = 8
patches/28 days)

Myrbetriq® (mirabegron) ER Tablet
(Qty limit = 1 tablet/day)

ANTIMUSCARINIC Urinary Antispasmodics PAequirements

Detrol, Detrol LA, Ditropan XL, Enablex, tolterodine (generic), tolterodine
SR (generic), trospium (generic), trospium ER (generic), VesicareThe
patient has had a documented side effect, allergy, or treatment failure witk
preferred lmg-acting agent. If a medication has an AB rated generic, there
must have also been a trial of the generic formulation.

Gelnique 3%, 10%, Oxytrol: The patient is unable to swallow a solid oral
formulation (e.g. patients with dysphagia) OR The pat&euanable to be
compliant with solid oral dosage forms.

Myrbetriq: The patient has had a documented side effect, allergy, treatment
failure, or contraindication with one preferred lemcting urinary
antimuscarinic agent.

Limitations: Oxytrol (for Womer) OTC not covered. Oxytrol RX is available bt
subject to prior authorization.

VAGINAL ANTHNFECTIVES

Cleocir® (clindamycin vaginal cream 2%)

Metrogel Vagina@* (metronidazole vaginal gel
0.75%)

Nuvessa Vagin@ (metronidazole vaginal gel 1.3%) (

prefilled applicator/30 days)

Solose€ (secnidazole) oral granules packet

Cleocin: The patient has had a documented side effect, allergy, or treatment
failure to a preferred clindamycin vaginal cream

Metrogel Vaginal, Nuvessa Vaginal: The patient has had a documented side
effect, allergy, or treatment failure to generic metronidazole vaginal gel 0.5
or Vandazole.

Solosec:The patient has had a documented side effect, allergy, or treatrienet 1
to a preferred topical anrinfective and oral metronidazole.
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COMPLETE NATAL DHA
CONCEPT OB
CONCEPT DHA
NIVA-PLUS

O-CAL-FA

O-CAL PRENATAL
PRENATAL PLUS IRON
PRENATAL VITAMINS PLUS
PREPLUS

PRETAB

TRINATAL RX 1
VOL-NATE

VOL-PLUS

VASOPRESSIN RECEPTOR ANTAGONIST

Samsca:The agent is being used for the treatment of euvolemic or hypervolemic
Quantity Limit = 56 tablets/28 days hyponatremia AND Despite optimal fI
Samsca® tablets (tolvaptan) 120 mEq/L or the patient is symptomatic with a serum sodium < 125 mEg/L. AN
Quantity limit = 15 mgablets (1 tablet/day), 3( The treatment will be initiated or is being reinitiated in a hospital setting where st
mg tablés (2 tablets/day) sodium can be monitored
Jynarque: The patientmustb® 18 vyear s o fntiaal sk oArbpily
progressing Autosomal Polycystic Kidney Disease (ADPKND the patient has
normal serum sodium concentrations before starting the medication (results |
be submitted) AND the patient and provider are enrolled in the Jynarque® RI
program

Jynarque® tablets (tolvaptan)

VITAMINS: PRENATAL MULTIVITAMINS

All others All Non-Preferred: The prescriber must provide a clinically valid reason for tt
use of the requested medioat including reasons why any of the preferred
products would not be a suitable alternative.
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